TFifty-T 


OF THE 


AMERICAN 


Number 3 


OSTEOPATHIC ASSOCIATION 


NEUROPSYCHIATRY NUMBER 


212 East Ohio St., Chicago 11, Ill. 


New! ... Kinsey, Pomeroy, Martin & Gebhard— 


November, 1953 


Sexual Behavior in the Human Female 


Because it projects the physician’s knowledge of 
sexual behavior beyond the experience of his own 
practice, this book will prove of inestimable value 
in premarital counselling; in analyzing problems 
of sexual maladjustment in marriage: in treating 
cases of “frigidity” and impotence; in managing 
the menopausal and postmenopausal woman; in 
advising parents concerning the sexual behavior 
and sex education of their children; etc. 


As the result of scientific study, the authors present 
data on the incidence and frequency with which 


W. B. SAUNDERS COMPANY 


women participate in the various types of sexual 
activity. Factors of age and background which 
modify the type and extent of activity are clearly 
indicated. Social significance of each type of be- 
havior (including the woman’s own reaction to it) 
is measured wherever the data allow such a meas- 
urement. Summarized comparisons with male 
behavior are made throughout. 


By the Staff of the Institute for Sex Research, Indiana University. ALFRED 
C. KINSEY, WARDELL B. POMEROY, CLYDE E. MARTIN, PAUL 4G. 
GEBHARD, Research Associates. 842 pages, 6” x 9”. 151 charts; 179 tables; 


4 illustrations. $8.00. New 


West Washington Square, Philadelphia 5 
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in relief of menopausal symptoms, 
reported by patients on “Premarin” therapy.” 
= : 
“PREMARIN? in the menopause 
» in Jenopause 
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Call on The next time you need anything in X-ray, think 
first of Keleket and you'll find out why, to leading 


radiologists and hospitals, “the oldest name in 


Keleket a ray X-ray” is also the most honored name in the 


profession. 


The continuing radiologists’ preference 
for Keleket X-ray equipment is graph- 
ically illustrated by the fact that you find 
Keleket equipment in the oldest as well 
as today’s newest hospitals and clinics. 
From the smallest portable unit to 
multi-million volt therapy generator, 


for Keleket X-ray equipment is specifically 
1 designed and constantly improved to 
equipment offer utmost safety and facilities to 


patient and radiologist. 


From exposure, through processing, to 
final filing, everything you need for 

any X-ray procedure is available (and 
promptly, too) from Keleket. This single, 


dependable source saves you time, 


eliminates confusion, assures you the 
latest and best in every type of accessory 
and supply. 


accessories 
and supplies 


Ready, willing and extremely able, 
Keleket Servicemen maintain your X-ray 
equipment at peak operating efficiency 

at all times. Factory trained to standards 


for matching the traditional high quality 
service of Keleket equipment, these men at 
everywhere all times provide long experience plus 
a genuine desire to serve. 


KELEKET X-RAY CORPORATION 


201-11 WEST FOURTH STREET, COVINGTON, KENTUCKY 


Kelley-Koett 


| 
the oldest name in X-ray 5 


EXPORT SALES: Keleket International Corp., 660 First Ave., New York 16, N. ¥ | 


| 
7} 
| 
d 
| 
| 
‘ 
f 
? 


ORIGINAL 
Motion Myron C. Beal, 
Rochester, 
Heredity in Spondylolisthesis and — 
lolysis. 
io 


Fibrocystic Disease of the Pancreas. Gen- 


eral Review and Report of Two Cases 
Occurring in Identical Twins. Raymond 


L. Teplitz, D.O., Burbank, Calif. .......... 156 
EDITORIALS— 
The 1953 Clinical Assembly in Los An- 
geles 159 
The Christmas Seal ee 162 
SPECIAL ARTICLE— 
Medical Aspects of the Atomic Explosion. 
Kenneth Riland, D.O., New York 
City ........ 163 


Donald Siehl, D.O., 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


CONTENTS, NOVEMBER, 1953 


DEPARTMENT OF PUBLIC AFFAIRS— 
Bureau of Public on 
1953 Public Health Laws 
DEPARTMENT OF PUBLIC 
RELATIONS— 
Bills in Congress 


168 

Commission on Organization ...................... 169 
Commission on Intergovernmental Rela- 

tions 169 
NEUROPSYCHIATRIC SUPPLEMENT— 
Evaluation of Valid Diagnostic Proce- 
dures in Neurologic Practice. PA Gros- 

venor Bailey, O., A.C.N., 


chiatric Practice. 


Art Evaluation in Ps 
E s Moines, Iowa..176 


rle W. Fitz, D.O., 


ournal A.A. 
lovember, 1953 


The Learning Process in Psychoanalytic 
Therapy. I. General Introduction. Pau! 
B. Harbour, D.O., Milton, Mass. ........ 181 

The Draw-a-Person Test. A 

Technic. Fleda Brigham, 

"188 


Transference in David 
H. Payne, A.B. Los An 
geles 192 

Countertransference. J. Meyers, 

Calif. 195 

Anesthesia in the Neurologic Patient 
Philip B. Davis, D.O., F.A.C.N., Los 
Angeles 198 


CONVENTIONS AND MEETINGS....ad p. 33 
STATE AND NATIONAL BOARDS..ad p. 34 


AUTHOR AND SUBJECT INDEX 
Adolescents, health of teen-agers......ad p. 41-Ex. 


American College of Neuropsychiatrists, 
supplement contributed by ................ 171-NP 

American College of on Surgeons, 
1953 Clinical Assemb in Los An- 
geles 159-E 


American Osteopathic Academy of Ortho- 
pedics, 1953 Clinical Assembly in ios 
Angeles 159- 


American Osteopathic College of Anesthe- 
siologists, 1953 Clinical Assembly in 
Los Angeles 159. 


American Osteopathic College of Radiology, 
1953 Clinical Assembly in Los An- 
geles 159-E 

American Osteopathic Hospital Association, 
1953 Clinical Assembly in Los An- 
geles 15 

Anesthesia in neurologic patient, [Da- 
vis] 198-NP 

Art evaluation in psychiatric practice, 
Fitz] 176- 

Atomic explosion, medical aspects, [Ri- 
land] 163-SA 


Bailey, K. Grosvenor: 
Evaluation of valid diagnostic procedures 
in neurologic practice 173-NP 


Beal, Myron C.: 
Motion sense 


151* 
Book Notices: 

Psychiatry and Catholicism. po H. 
Vanderveldt and _ Robert Oden- 
wal 199-BN 

Diabetic Glomerulosclerosis. Harold_Rif- 
in, Louis Leiter, and James Berk- 
man 200-BN 

B-Vitamins for Blood Formation. Thom- 
as H. Jukes 200-BN 

The Management of Abdominal Opera- 
tions. Rodney Maingot .................... 200-BN 

Acute Renal Failure. John T. Mac- 
Lean 200-BN 

Kitchen Strategy. Leona M. Bayer and 
Edith Green 200-BN 


The Rational Treatment of Catarrh. -. 
Annandale Troup 


0-BN 
Books received 


Brigham, Fleda M.: 
The draw-a-person test 
nic 


» a projective tech- 
1 


88-NP 
Cancer diagnostic tests, development and 
evaluation, [Dunn an reen- 
house] ad p. 43-Ex. 
Christmas Seal Campaig 162-E 


Civil defense training; medical aspects of 


the atomic explosion [Riland] .......... 163-SA 
Clinical Assembly in Los Angeles, 1953....159-E 
Commission on Intergovernmental 

tions 9-Pu.R 
Commission on Organization ................ 169-Pu.R 
Conventions and Meetings ...................... ad p. 33 


Countertransference : 


Davis, Philip B.: 
Anesthesia in neurologic patient 


See Psychotherapy 


198-NP 


Disease, chronic, 


tentialities of nutritive 
research in, [Sebrell] 


ad p. 38-Ex. 


Draw-a-Person Test: See Psychiatry 


Examinations: See State and National 
Boards 

Fitz, Erle W.: 

Art evaluation in_ psychiatric  prac- 
tice 176-NP 


Harbour, Paul B.: 
The learning process in psychoanalytic 
therapy; general introduction 181- 


Health: See also Public Health 
of teen-agers 


ad p. 41-Ex. 
and 


Heredity in s 


lolysis, [Sie 4* 


Learning process in psychoanalytic therapy; 
general introduction, [Harbour]......181-NP 


Legal and Legislative: 


1953 public health laws .................... 167-Pu.A 
Licensure: See State and National Boards 


Medical ame of the atomic explosion, 
[ Riland] 163 


Membership, A.O.A.: 


applications ad p. 54 
changes of address and new _loca- 
tions ad p. 51 
Meyers, Thomas J.: 
Countertransference 195-NP 
Motion sense, [ Beal] 352° 


National Board of Examiners for Osteo- 
pathic Physicians and Surgeons: See 
State and Boards 

Neurology: 

anesthesia in neurologic patient, [Da- 
vis] 198-NP 


evaluation of valid diagnostic 
in practice, [Bailey] 173- 


Nutrition research, potentialities in chronic 
disease, [Sebrell] ........................ ad p. 38-Ex. 


Pancreas, fibrocystic disease, general review 
and report of two cases occurring in 


identical twins, [Teplitz] 156* 


David H.: 


ransference in psychotherapy ............ 192-NP 
Pollenosis, review and role of weeds, 
[Spain] ad p. 47-Ex, 
Psychiatry: See also Psychoanalysis; Psy- 
chotherapy 


art evaluation in psychiatric practice, 
[ Fitz] 176-NP 
the draw-a-person test, a projective tech-_ 
nic, [Brigham] 188-NP 


Psychoanalysis: See also Psychotherapy 
learning process in psychoanalytic ther-_ 
181-NP 
Psychotherapy: See also 
countertransference, [Meyers] 19 


transference in [Payne] “192.NP 
Public Health: 
1953 laws 167-Pu.A 
Research, osteopathic, Christmas Seal Cam- 
paign 162-E 
Riland, W. Kenneth: 
Medical aspects of the atomic explo- 
sion 163-SA 
Siehl, Donald: 
Heredity in spondylolisthesis and spent. 
lolysis 
Spine, heredity in ant 
spondylolysis, [Siehl]} .......................... 54* 
Spondylolisthesis: See Spine 
Spondylolysis: See Spine 
State and National Boards: 
Ariz., Colo., Conn., Del., Fla., Hawaii, 
lowa, Kans., ad p. 
Minn., Mont., Neb., Nev., N. Mex., N.Y., 
N.C., N.D., Ohio, Okla., Ore., 
p. 35 


S.C., S.D., Tenn., Tex., Utah, Vt., Va., 
Wash., Wis., Wyo ad 
examinations by National Board........ ad p. 37 
reregistration of osteopathic licenses..ad p. 37 


Student Loan Fund, Christmas Seal cam- 


162-E 
Swope, Chester D.: 
a Public Relations........ 168-Pu.R 
Technic, osteopathic, motion _— sense, 
Beal] 15 


Teen-agers: See Adolescents 
Teplitz, Raymond L.: 

Fibrocystic disease of the pancreas; gen- 
eral review and report of two cases oc- 
curring in identical twins .................... 15¢ 

Transference: See Psychotherapy 
Twins, fibrocystic disease of 


ancreas occur- 
ring in identical twins, 


Teplitz] ........ 156 
Weeds, role in pollenosis, [Spain]..ad p. 47-Ex. 


Published monthly b 
communications to 


the American Osteopathic Association. 
e Main Office at 212 E. 
rate of postage provided for in Section 1103, Act of October 3, 
as second class matter, April 1, 1926, under the Act of March 3, 1879, 


Office of Publication, 
Chicago, 11, Til. 
1917, authorized August 31, 


Ohie St., 


100 S. Kenilworth Ave., 
Subscriptions $10 a year. 
1922. 


Oak Park, Ill. Address al! 
Acceptance for mailing at special 
Entered at the Oak Park, IIL, post office 


Journal AO, PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 3 
November, 


CLINICAL EVALUATION 
FREQUENTLY FAVORS 


BUTAZOLIDIN’ 


(brand of phenylbutazone) 


In antiarthritic potency, BUTAZLLIDIN can be compared only with gold, 
ACTH and cortisone. In making a choice between these agents, the specific 
advantages of BUTAZOLIDIN merit consideration: 


®& Simple oral administration 


® Potent and prompt antiarthritic effect 


® Broad spectrum of action embracing many forms of arthritis 


®@ No development of tolerance requiring progressively increasing dosage 


® No disturbance of normal hormonal balance 


@ Moderate in cost 


As with any agent so potent as BUTAZOLIDIN, optimal therapeutic results 
with minimal risk of side reactions can only be obtained by clinical man- 
agement based on careful selection of patients, proper regulation of dos- 
age, and regular observation of each patient. 


Detailed Literature on Request. 


ButazouipiNn® (brand of phenylbutazone) Tablets of 100 mg. 


Division of Geigy Company, Inc. 


GEIGY PHARMACEUTICALS Gain 220 Church Street, New York 13, N.Y. 
In Canada: Geigy (Canada) Limited, Montreal 
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Yes, whenever muscles ache use MINIT-RUB,® 
the modern counterirritant. It starts to 

relieve pain in a matter of minutes. Just a 

dab in the palm of the hand, a minute 

or two of brisk rubbing. A soothing warmth 
promotes prompt relaxation. 


bMYERS COMPANY, 
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SOMETHING NEW 


ENEMA 


Now in the new 


single-use disposable unit 


A distinctive feature of this unit is its sanitary rectal tube 
protected by the cellophane envelope. After the tube is 

in position, the enema solution is instilled by squeezing the 
polyethylene container. A special rubber diaphragm 
prevents leakage and provides controlled rate of low. 


SEGMENTAL CATHARSIS with the Fleet Enema affords 
clinically proved':*:*:*:> advantages for proctoscopy and 


% Fiuia Ou 


ENEM | 


DISPOSABLE UNI 
ta 


sigmoidoscopy ‘—for preoperative cleansing and 


postoperative use* °—to relieve fecal or barium impactions‘* 

—for use in collecting stool specimens *—as a routine enema. 

Extensive experience shows that “within two to five minutes 

the left half of the bowel empties completely 

without pain or spasm.”? 

1. Burnikel, R. H. & Sprecher, H. C.: Am. J. Dig. Dis. 
19:191, 1952. 

. Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 

. Marks, M. M.: Personal communication, 1952-1953. 

. Sweatman, C. A.: J. South Carolina M. A. 49:38, 1953. 


. Hamilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., 
Mosby, 1952, p. 69. 


OW 


MMM «4 only one 
FLEET ENEMA 
DOSAGE: Adults: 4 ounces. Infants and children: 
2 ounces or as directed by physician. 


‘Phospho-Soda’ and ‘Fleet’ are registered 
trademarks of C. B. Fleet Co., Inc. 


Available through your regular source of supply. 
C. B. FLEET COMPANY, INC. 
Lynchburg, Va. 


Single-Use unit of 4% oz. contains in each 
100 cc., 16 Gm. sodium biphosphate and 6 
Gm. sodium phosphate—an Enema Solution 
of Puospxo-Sopa (Fleet). 
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©) 3 common causes of the “chain reactions” 


that keep your phone ringing... 


minimized bya formua 


a BREMIL formula minimizes the possibility of y: 
hyperirritability caused by subclinical tetany . . . 
because BREMIL guarantees a stable, calcium- 

phosphorus ratio of 14:1. 


a BREMIL formula minimizes the possibility of 
digestive upsets . .. because BREMIL provides the 
same small, flocculent curd and the same finely 
emulsified fat pattern as breast milk. 


a BREMIL formula minimizes the possibility of 
excoriations caused by ammoniacal urine... 
because of the addition of methionine! to BREMIL. 


BREMIL is virtually “instant’’. . . needs only boiled 
water for a complete formula (including full 
multivitamin and iron requirements) ... costs no 
more than ordinary formulas requiring vitamin 
adjustment. In 1-]lb. tins, at all pharmacies. 


For samples and literature, write to: 


Prescription Products Division 
The BORDEN Company 
350 Madison Ave., New York 17 


References: 1. Goldstein, L. S.: Clin. Med. 59:455, 1952. 
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Lipotaine 


ViTamin 


The more effective lipotropic combination — betaine, choline, 
liver and Bi2 - in a pleasant tasting, well-tolerated liquid. 
Permits massive therapeutic dosage or low cost maintenance 
dosage. Supplied in pints. Also available in capsule form. 
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When Laxation Must 
Prompt 
Depend SAL HEPATICA 


Sal Hepatica’s action has a sound 
pharmacologic basis because:- 


J It passes rapidly through the stomach. “The 

emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


YJ In the intestine it promptly stimulates peristalsis. 

Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


Pleasant-tasting Sal Hepatica provides 

APERIENT promptgentlelaxation without griping. Being 

a antacid, it relieves the gastric hyperacidity 
LAXATIVE frequently accompanying constipation. 


REFERENCES : 
1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946. 


CATHARTIC *Taken before breakfast, results will usually be achieved 
within an hour; taken one-half hour before supper, results 
will be obtained before retiring. 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS «+ 19 WEST 50 STREET * NEW YORK 20, N. Y. 


) 
OS LS 
iA 
‘ 
4 
Sala 
? 
ERVE 
: 
4 


of aftereffects 


of ane 


is available only on prescription. 
Do not confuse it 


be regarded as probably 
the notice of choice. 


guards 
against 
rickets 


YOU CAN MAKE SURE THAT BABIES IN YOUR CARE GET REQUIRED 
AMOUNTS OF VITAMIN D—EVEN WHEN MOTHER FORGETS 


Physicians who recommend Pet Evap- 
orated Milk know that babies in their 
care—regardless of economic status— 
get automatic protection against 
Rickets. This ancient disease has been 
all but wiped out by the addition of 
Vitamin D to milk... especially to 
evaporated milk which is used so ex- 
tensively in infant feeding. 


Pet Milk provides, in each reconsti- 
tuted quart, the recommended 400 
units of pure crystalline Vitamin D3— 
an amount sufficient for rickets pre- 


PET MILK 


vention and best growth, but an 
amount that does not interfere with your 
freedom to prescribe additional Vitamin 
D as indicated. 

And Pet Milk, the original evaporated 
milk, providing this additional protec- 


. tion, costs less than any other form of 


whole milk—far less than special infant 
feeding preparations. 


So continue to recommend Vitamin D 
milk—Pet Milk—for babies. It’s your 


“assurance that your young patients get 


basic Vitamin D protection. 


FOR INFANT FORMULA 


10 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS pee tog ad 
A 
FAVORED FORM OF MILK 
= 
7 PET MILK COMPANY, 1464-K ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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MEPHENESIN N.N.R. 


plus 


for the first time | 


safe effective relaxation 


with ATROPINE 
of skeletal muscle spasm without loss of normal muscle 


tone or function. 


Exerts the full spasmolytic action of Tolyspaz 
(Chimedic brand of mephenesin) plus the beneficial 
effects of physostigmine and atropine on the neuro- 
muscular system. 


TOLYPHY is specifically designed for the relief 
of pain, for increased range of motion and restoration 
of normal function in a wide variety of conditions com- 
plicated by skeletal muscle spasm or neuromuscular 


hyperirritability : 


Arthritis, fibrositis, torticollis, bursitis, myositis, 
low back pain. In paralysis agitans the primary pathol- 
ogy in the central nervous system is often irreversible, 
but TOLYPHY helps bring relief from the stiffness, 
tremor, rigidity and painful muscle spasm. 


Literature and samples of TOLYSPAZ and TOLYPHY available. 


Please send me: 

Literature and samples of TOLYPHY 
Literature and samples of TOLYSPAZ 
Name. 


State 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Ill. 
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X inarks three reasons wi... | 


THE INTRAVAGINAL MENSTRUAL GUARD 
OF CHOICE 

COMFORTABLE — physically and psychologically 

CONVENIENT — easy to use, with individual 


applicators 
| sare — eliminates odor and irritation | 
I MD | | X 


Regular, Super, and Junior 
TAMPAX INCORPORATED - PALMER, MASS. 
ACCEPTED FOR ADVERTISING IN JOURNALS 


| OF THE AMERICAN MEDICAL ASSOCIATION AOAI13 
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in urinary tract infections 


greater solubility 
lower acetylation 
fapid transport to site of infection 
effective bacteriostatic action 
minimum toxicity 
low dosage levels 
no need for alkalinization 


no forcing of fluids 


AYERST, McKENNA & HARRISON LIMITED 
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brand of sulfamethylthiadiazole 


the outstandingly effective sulfonamide 


qu in SUSPENSION 


No. 914—0.25 Gm. per 


bottles of 4 and 16 fluidounces 


bottles of 100 and 1,000 


New York, N. Y. 


Detailed literature giving complete dosage regimens is available to physicians. 


Montreal, Canada 
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-anunusually high cure rate —these are the feat 
which characterize the clinical performance 
— in trichomonas vaginitis. Ina carefu 


Odorless and stainless, 
each Vagisol suppository 
contains: 


an Therapy is simple; the is instructed | to insert 


ANewStandard 
—_ : 
Relief of pruritus and pain in a matter of 
disappearance of the typical discharge, and 
Produces a re -Gerr O rable cure 
18 days in 72% of the patients 
treated; 94°; are cured in 36 days, 
ne pharmacies in bottles of 36, an — 
PREPARATION #SMITH-DORSEY « Lincoln, Nebraska 
Division of THE WANDER COMPANY 
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TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 


Each tablet or spoonful neuromuscular relaxation and 
(5 c.c.) contains: 
Mephenesin ..............000+0000+ 250.0 mg. promote tranquility, thus breaking 

—_—...... as the chain of fatigue, aches and pains, 
8.0 mg. 

epression, and the numerous other 

Bottles of 50, 100, and 1000 tablets. depression, 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT oO F REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 
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TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 
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Conclusive evidence 
of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


is provided in its recent 


acceptance by the Council 


® 
ee ‘tom: 


CHEMISTRY 
brand of nitrofurantoin 


. 
A.OvA. 
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Nitrofurantoin—Furadantin (Eaton).— 
Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gram-positive and gram-negative micro-organisms. It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus) pyogenes albus 

and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 

and Corynebacterium species; many strains of these organisms 
The N. N. R. may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the otganisms to nitrofurantoin. The drug does 


monograph not inhibit fungi or viruses. 
rn Nitrofurantoin is useful by oral administration for the treat- 
on Furadantin ment of bacterial infections of the urinary tract and is indicated 


in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
states: tive to the drug. It is not intended to replace surgery when 
. mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The remainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 
diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 
for at least three days after sterility of the urine is achieved. ® yy) 
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following anorectal surgery . 


**... am internal dilator action of the soft bulk stool 
preventing adhesions, stricture and stenosis’” 


Cantor' concludes—after studying 400 patients, 

equally apportioned between mineral oil and refined 
psyllium therapy—that Konsyl reduces the need for 
digital manipulation following anorectal surgery. 

The internal dilator action of the Konsyl stool provides 
this effect every day in a completely physiological 
fashion. Frequency of postoperative narrowing by 
stricture or stenosis is reduced. 

Cantor notes these additional advantages of Konsyl 
therapy. Konsyl—by leaving a clean wound area— 
accelerates healing as much as 2 to 4 weeks compared 
with patients taking mineral oil for the management of 

, postoperative constipation following anorectal surgery. 
Patients find Konsyl palatable and easy to take and 
do not become habituated to its use. Its laxative 
action is dependable. 

He concludes that Konsyl “provides a natural, 
unabsorbable bulk and lubricant with no clinical 
disadvantages. It offers many advantages over mineral 
oil and has none of mineral oil’s disadvantages.” 
Burton, Parsons & Company, Washington 9, D. C. 


Send for Samples for Clinical Appraisal 


KONSYL @ 


provides 100% active bulk-producing material 


1. Cantor, A. J., Am. J. Proctol.-3 :204-210, (Sept.) 1952. 
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WHEN WRITING TO ADVERTISERS 


Even of Long Standing 


‘The unique combination of a spe- 
cially processed extract of crude tar (5%) 
and pyrilamine maleate (2%) produces 
gratifying results in neurodermatitis, 
even when of long standing, and fre- 
quently when other medications have 
proved of no avail. 

The contained antihistaminic, of high 
anesthetic potency on topical application, 
quickly relieves the attending pruritus 
and burning. 


The special coal tar extract, with its 
anti-inflammatory, decongestant, and 


lymph circulation-promoting action on 


the underlying structures, gradually 


leads to resolution. 


Not only in neurodermatitis, but also 
in atopic dermatitis, in dermatitis vene- 
nata, and in all dermal affections with 
allergic components, Histar merits being 


the physician’s first thought. 


Available on prescription | 1 

through all pharmacies and for dis- | THE TARBONIS CO., 4300 Euclid Ave., Cleveland 3, Ohio | 
rae and hospital an re through You may send me literature and sample of Histar. | 
physicians’ and hospitals’ supply | | 
houses, packaged in 2 oz. and 1 |b. | 06 | 
jars. Physicians are invited to send 
for literature and samples. ‘iia | 
THE TARBONIS COMPANY ! Zone__State 
JAOII 

4300 Euclid Avenue Cleveland3,0hio 
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for good daily nutrition 


Whole Wheat, with 5% Extra Wheat Germ 
Twice as Much as in Natural Whole Wheat 


EXTRA-NUTRITIOUS 


Contains all nutrients of whole wheat plus all those of the 
extra wheat germ. 


GOOD SOURCE OF VALUABLE PROTEIN 
At the low cost of less than 2¢ per j-ounce serving. 


RICH IN VITAMIN-B COMPLEX 
So often inadequate in many diets. 


PLEASING WHOLE-GRAIN TEXTURE 
Adds interest to bland diets. Gently stimulates peristalsis. 


DELICIOUS HEART-OF-WHEAT FLAVOR 
Appeals to children and adults. 


cooKs IN just 10 SECONDS .-- A timesaver meal-planners 
appreciate. 


Ideal in Low-Sodium Diets .-- Naturally low in sodium. 
No sodium salt added as in some quick-cooking cereals. 


AMERICA’S NO. 1 HOT WHOLE WHEAT CEREAL 
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NEW WEAPON 


for the treatment of 


BURSITIS and ARTHRITIS 


fasciaitis) 


The of the 
co-enzyme adenylic acid is enhanced by 


Adenylic acid is unrelated to cor- 
tisone or the steroid hormones. 


Clinical reports demonstrate maxi- 


mum therapeutic action is obtained 
_ with a combination of Vitamin Bis 
and pure muscle adenylic acid. 


COBADEN is far more effec- 
tive than either B,» or adenylic 
acid when administered 
separately in the treat- 
ment of arthritis or 


Pharmacy or Surgical Supply Decale 


1 
(RAND) 
= Adenosine-5-Phosphoric acid . . 25 
will gladly send you complete literature upon rec Te 
PHARMACEUTICAL CO., INC. ak 
COLUMBIA STREET, RENSSELAER, NEW YORK 
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NO MATTER WHAT ELSE 
ARTHRITIS CALLS FOR 


pan it leads to prompt a 
ADVANTAGEOUS 
FEATURES 

Lower dosage, hiidber salicylate le je 
made possible by the presence of PABA. 


_ @ Sodium free, hence can be given in car 
_ disease and with ACTH and cortisone. 


Better tolerated, because acetylsalicylic 
is not proné to hydrolyze in stomach. 


Guards against vitamin C loss a 
tensive salicylate therapy. 


|) 
Regardless of other medication indicated, 
Pabirin is advantageous in every patient 
Pabirin capsule contains: 
_ ules) or 4 times daily, All pharmacies are supplied. a 
containing Ye gr.of codeine SMITH-DORSEY e Lincoln, Nebrask 
"phosphate inaddition, A Division of THE WANDER COMPANY 
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CAPSULES CHLORAL HYDRATE - Fellows 


ODORLESS NON-BARBITURATE TASTELESS 


Qaxitume SEDATION 3% gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 
x Small doses of Chloral Hydrate 


(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 


en maintain normal activity. 
aa P 3% gr. DOSAGE: One 3% gr. capsule three 
times a day after meals. 


HANGOVER 


Restful SLEEP TY, gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE - Fellows 


Restful sleep lasting from five to 
eight hours. “‘Chloral Hydrate produces 
@ normal type of sleep, and is 

rarely followed by hangover.’’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows Reflexes are not abolished, and the 
3% gr. (0.25 Gm.) cy patient can be easily and completely 
BLUE and WHITE aroused . . . awakens refreshed.*** 
CAPSULES without, 
bottles of 24’s ~ ) o DOSAGE: One to two 7% gr., or two to 
100’s x HANGOVER four 3% gr. capsules at bedtime. 
7% gr. (0.5 Gm.) 
BLUE CAPSULES EXCRETION—Rapid and complete, therefore 
bottles of 50’s no depressant after-effects.”* 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y, 


a MEDICAL MFG. CO. INC. 
8 


A. 
23 
cl- C—OH 
Hyman, HT: An Practice of Medicine (1 
2. Redfuss, M. R et ab A In Ter 48) 
3. Goodman, and Gilman, A. The Pharmacological Basis 
and Useful Drugs, 14th ed. (1947) : 


Enriched bread, representing the bulk of bread 
consumed today, makes significant nutrient 
contributions to the dietary and to the nutri- 
tional health of the American people.! Bread 
cannot be regarded merely as an energy food. 
Instead, it is an important purveyor of many 
nutrients which a large proportion of our pop- 
ulation would never receive in adequate 
amounts if enriched bread were not available 
on so large and wide a scale.2 Here is what 
modern day enriched bread provides: 


VITAMINS: Containing specified amounts of 
thiamine, riboflavin, and niacin, enriched bread 
makes a significant contribution to the satis- 
faction of these vitamin requirements. En- 
riched bread has played an important role in 
virtually eliminating frank deficiency diseases 
and materially reducing subclinical deficiency 
states resulting from dietary inadequacies in 
these essentials.? 


MINERALS: By. providing substantial amounts 
of calcium’ and of added iron, modern en- 


1, Sebrell, W. H., Jr.: Trends and Needs in Nutrition, 
J.A.M.A. 152:42 (May 2) 1953. 


2. Flour and Bread Enrichment, 1949-50: Prepared 


by The Committee on Cereals, Food and Nutrition 
Board, National Research Council, 1950. 


20 NORTH WACKER DRIVE 
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REFERENCES 


AMERICAN BAKERS ASSOCIATION 


riched bread goes far in satisfying the needs 
for these substances. For example, six ounces 
of bread on the average provides approxi- 
mately 15 per cent of the day’s recommended 
calcium allowance for adults and 38 per cent 
of the iron allowance. 


PROTEIN: The protein of commercial bread is 
of high biologic value because it is a mixture 
of wheat flour protein and milk protein, the 
latter derived from added nonfat milk solids.* 
One pound of enriched bread furnishes about 
39 Gm. of protein. 


ECONOMY: At its present day low price, 
bread represents an outstanding nutritional 
“buy.” It provides not only generous amounts 
of essential nutrients, but also readily avail- 
able food energy. These features truly make 
enriched bread one of America’s basic foods. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


3. Data furnished by the Laboratories of the Ameri- 
can Institute of Baking, Chicago, Illinois. 


4. Sherman, H. C.: Chemistry of Food and Nutrition, 
ed. 8, New York, The Macmillan Company, 1952, 
pp. 212; 597-600; 646. 


CHICAGO 6, ILLINOIS 
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NOW 


the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 


INTRAMUSCULAR 
for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 
Easy switch-over to ora] medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR —1-cc. and 2-cc. ampules. boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V.. Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co.., Inc.) 
75 Varick Street, New York 13, N.Y. 
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Just Ready—New 3rd Edition 


Lichtman—Diseases of the 


Liver, Gallbladder and Bile Ducts 


By S. S. LICHTMAN, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, Cornell University Medical College; Assistant Attending Physician, New York Hospital : 
Adjunct Physician, Mt. Sinai Hospital; Assistant in Post-Graduate Medical Instruction, University Extension, Columbia University, 
New York, N. Y. 


New 3rd Edition. This splendid 2-volume work 
presents a comprehensive coverage of the current 
knowledge of structure, function, pathologic 
anatomy, diagnosis and treatment of disorders of 
the liver and biliary tract. An important feature 
is the authoritative information it contains on spe- 
cific diseases and on differential diagnosis and treat- 
ment. Essentials of diagnostic procedures are given 
so that they may be performed without the need 
of expensive equipment. Dr. Lichtman has written 
a detailed reference source book for physicians, 
surgeons, and all clinical and investigative workers. 


Washington Square 


the 
leader 
in 
research 


Mattern 


cregtor of push-button controls 
now brings you an important 
V dvance in X-Ray Technology: 


DAO TECH” 
’ CONTROL 
UNIT* 


with the “DUOTECH” you 
get consistently better results 
with MODERATELY PRICED 
equipment, formerly 

obtainable only with the 

most expensive! 


New 3rd Edition. 2 Volumes Totaling 1315 Pages, plus Complete Index in Both Volumes. 
220 Illustrations and 3 Plates in Color. Per set: $22.00 


LEA & FEBIGER 


Every chapter has felt the impact of additions. 
revisions and rewriting. Some of the major features 
of this edition include new advances in treatment 
of infectious hepatitis and portal cirrhosis, an 
enlarged chapter on signs and symptoms of liver 
disease, revised data on hepatic coma, use of new 
amebicides and antibiotics in treatment of liver 
abscess, a revised chapter on liver function tests, ete. 
Diseases of the Liver are taken up in volume I and 
in a portion of volume II. Diseases of the gallblad- 
der and biliary passages complete the 2nd volume. 


Philadelphia 6. Pa. 


Milliampere 

Second (MaS) Integrator gives 

a revolutionary concept of 

accuracy in radiographic quality 
control with the fastest possible time 
of exposure. You get radiographs 

of consistent density regardless of 
power line conditions or other factors 
.-. and the shorter exposure time 
gives sharper detail. 


*The “‘puotecn” Simplified Technique 
reduces the usual 3 operational steps 
to 2. The Technician makes only 

2 selections: MaS and PKV. It’s easier 
and faster, while giving complete 
protection to the X-ray tube. 


uF. MATTERN MFG. CO. 
§ 4635-59 No. Cicero Ave., Chicago 30, Illinois 
: 0 Please send me free booklet about the 


““DUOTECH” 
: 0 Have your dealer call for appointment 
ame. 
aN 
a Addr 
City State——— 


Phone. —_ 
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|citrus|is virtually 


NON-ALLERGENIC 


TYPICAL PATCH TEST 


Over 400 infants and children from 
2 weeks to 6 years of age acted as test 
subjects to check the incidence of 
por” a sensitivity to orange juice. After 
2 to 12 months’ observation,* 

“no disturbance of bowel function 
(diarrhea or constipation) that could 
be attributed to the orange juice” 
was found. Also, the occurrence of 
regurgitation and rashes was 
“minimal”. In the rare instances of 
sensitivity, care exercised by gentle 
reaming of juice (or the use of 
frozen concentrate) to avoid 
contamination with peel oil usually 
obviates the difficulty. 


*J. Pediat. 39:325, 1951 


FLORIDA CITRUS COMMISSION ¢ LAKELAND, FLORIDA 


FLORIDA 


CRANGES + GRAPEFRUIT * TANGERINES 
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*TWO-FOLD SERVICE— 


To The Profession 


Professional Foods continue to do their honest best to predicate 


the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the 
CHRONIC PATIENT, we have 


planned our products to aid the doctor 
of this patient. 


*We offer a complete and basic evalua- 
tion for the CHRONIC PATIENT at 
a considerable financial savings in order 
that treatment for the CHRONIC 
PATIENT can be directed properly 


PROFESSIONAL was. 


Write for added information. 


FOO DS 219 First St. S.W., Cedar Rapids, lowa 


COMPLETE Wi, 


of MUSCLE SPASM! 
USE THE NEW, COMPLETE, MORE EFFECTIVE, LESS 
TOXIC SPASMOLYTIC and ANALGESIC COMPOUND 


A L M Hi O N Each SAL-MEPHSON Tablet provides: 


Mephenesin......... (4 gr.) 260 mg 
Write TODAY for Clinical Salicylamide........ (2 gr.) 130 mg 
Samples and literature. Physostigmine Salicylate. ...0.25 mg 


Homatropine Methylbromide .0.60 mg 


5. & UTAG & Company Pharmaceuticals 
19180 MT. AVENUE 
Segre es F 34, MICHIGAN 
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Physostigmine preparations have been specifi- 
cally advocated as an aid to manipulation.' In a 
new Clinical study,? PHYATROMINE-H proved to 
be a particularly safe, simple, and inexpensive 
form of therapy, alone or in combination with 
other office procedures. 


In PHYATROMINE-H, I-hyoscyamine “pinpoints” 
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PHYATROMINE-H 


Trademark 
[Brand of Physostigmine Salicylate and |- Hyoscyamine Hydrobromide Kremers-Urban] 


A new, better-tolerated physostigmine formula for 
skeletal muscle spasm due to strains, injuries, and arthritis 


the therapeutic action of physostigmine by coun- 
teracting its unwanted muscarinic effects without 
impairing its skeletal muscle action. New evi- 
dence® confirms that hyoscyamine is twice as 
potent in its antimuscarinic effect as atropine; it 
has, however, only one-half the cerebral stimu- 
lating effect,4 and less tendency to produce 
mydriasis.* 


With just 1 injection of 
PHYATROMINE-H—you 
“ready” your patient for 
manipulative therapy... 


reduce muscle resist- 
ance due to spasm 
in 15 to 30 minutes... 


maintain effectiveness 
of your treatment up to 
3 days 


Each cc. contains: 

Physostigmine Salicylate. 0.6 mg. 

i-Hyoscyamine Hydrobromide ........... 0.3 mg. 
In isotonic sodium chloride solution 


stable... ready to inject... 
well tolerated 


SUPPLIED: No. 1742—1-cc. ampuls, boxes of 25; 
30-cc. multiple-dose vials. 
Literature on Request 


Ethical Pharmaceuticals Since 1894 
KREMERS-URBAN COMPANY 
LABORATORIES IN MILWAUKEE 


1. Siehl, D.: J. Am. Osteopathic A. 51:238, 1951. 2. Notenshon, A. L: M. Times 81.342, 
1953. 3. Ward, J. W., et ol.: Read before the American Society for Pharmacology ond 
Experimental Therapeutics, Chicago, April 6-10, 1953. 4. Cushny, A. R.: Biological Relo- 
tions of Optically Isomeric Substances, Baltimore, Willioms & Wilkins Company, 1926. 


PLEASE SEND ME: CHARGE ¢.0.D. 


Professional sample vial of 5 cc. without cost or obligation. 


___ 30-ec. multiple-dose vials of PHYATROMINE-H at $6.30 
per vial. 


_____1-ce. ampuls in boxes of 25 at $6.30 per box. 


(Quantity prices on request) 


Name (Please Print) 
Address 
City Zone State 
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microfilm roentgenograms IN TREATING 


ONLY Micro X-Ray Recorder 
Offers These | 


Two lens—give full 1512"x 
18%" or 10" x 12” coverage 
with diagnostic detail and , 
density. Special panel ' spastic sphincter muscle. 
switch —lightens darkened 


due to an abnormally tight or 


Consider the advantages of 
or overexposed films. 1100 


to 4400 X-Ray films per y = | Drugless Dilation Therapy. 
roll —saves you time and 


money. Use of 5 films — Young's Rectal Dilators 
lets you use special films to ? a 
suit your needs of sensi- AT THE LOWEST PRICE . 
tivity or econom OF ALL $5.50 children, 
Only $1121.25 


$5.75 adults. 


The Micro X-Ray Recorder will pay for 
itself in space and filing cabinets saved 


For details WRITE FOR FREE LITERATURE Write today for repriat of article 


“Treatment of Constipation” 


E. YOUNG and COMPANY 


1941 N. Western Avenue @-Chicago 47, Illinois 
420 E. 75th St., Chicago 19, Ill. 


HOLLAND-RANTOS COMPANY, INC. + 145 HUDSON STREET, NEW YORK 13, N.Y. * MERLE L YOUNGS, PRESIDENT 
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5 FOOT _ HAZARDOUS AREA 


Demand Castle sta: performance 


mines. CONTROL— The beam of the Safelight is SUPERIOR QUALITY OF LIGHT— Doctors using the Safe- 
4 ~*\ positioned with the speed and facility of a flash- > light are amazed that its illumination so well com- 
y light in the hand. In its three most popular models, ‘pares with that of a major light. Its unique optics 
there is no counter-weight, no heavy ball to cause will illuminate the entirety of any deep cavity, yet 
exasperating head injuries. Its internal counter- without eye-tiring surface glare or contrast. With 
balancing mechanism is smooth, effortless, and the Safelight, vision is better, easier and less 

uses no functional devices or manual locks. (Note: fatiguing. 
p No. 51 does have counterweight.) 


» 


FOUR 4-STAR MODELS — The most popular Safelight model 


SAFETY — Castle Safelights are truly is the No. 52, floor type with pantograph arm... 
4° safe from explosion because of their unique and q available with 4-footed or circular base. The Wall 
i. scientific construction. They meet all Under- and Ceiling types, Nos. 53 and 54, also feature the 
writers’ requirements for hazardous locations. “easy-as-pointing-a-fiashlight” adjustability. An 


alternate floor model, No. 51, has a conventional 
ball counterweight. Floor model casters are static 


Patients and operating personnel are constantly 
guarded. Highly combustible gaseous mixtures 


cannot be ignited by any part of the Safelight or conductive and provide complete stability in all 
by phase of its use. This safety is mandatory in the lamphead adjustments. 
Sem ORDER TODAY or write for complete information. 


WILMOT CASTLE COMPANY 
1250 University Avenue Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 


4 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS areal A.0.A. 
‘ovember, 1953 


(is Here’s how new POLYSAL'/ Cutter helps your patients: 


1. POLYSAL prevents and corrects hypopotassemia without danger of toxicity. | 


An Electrolyte Solution 
Approximating Plasma 

2. POLYSAL corrects moderate acidosis without inducing alkalosis." 
Routine Fluid and Elec- 


3. POLYSAL replaces the electrolytes in extracellular fluid.' oe > 


A. M. A., March 8, 1952 
¢Cutter Trade Mark 


4. POLYSAL induces copious excretion of urine and salt.! 


‘ In distilled water— 
Polysal, a single solution to build electro- or other electrolyte solutions would ordi- | 250 cc. and 1000 cc. 


lyte balance, is recommended for electro- narily be given. Write for literature and In 5% > 
lyte and fluid replacement in all medical, handy wallet-size mEq chart . . . Cutter *s 


500 cc. and 1000 cc. 
surgical and pediatric patients wheresaline Laboratories, Berkeley, California. y—N 


CUTTER | 


*MAKE low POLYSAL your ROUTINE PRESCRIPTION 
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Motion Sense* 


MYRON C. BEAL, D.O. 
Rochester, N. Y. 


INTRODUCTION 


The diagnosis of an articular lesion is based upon 
changes in tissue tension and consistency, changes in 
joint position, and changes in the mobility of the joint. 
The importance of each of these factors must be 
evaluated at the time of examination. One factor may 
carry more weight than another in the establishment of 
the diagnosis, but osteopathic manipulative technic is 
based primarily upon the alteration of joint mobility. 
The effect of treatment is judged by reviewing the 
diagnostic triad—tissue, position, and motion change. 
In some persons an alteration in joint mobility may be 
the only detectable change observed after treatment. 
Thus, it is apparent that a sense of joint motion is 
essential in the diagnosis, treatment, and prognosis of 
an articular lesion. 

Motion is most commonly thought of in terms of 
visual experience, but an individual’s body movements 
are observed more by his kinesthetic sense than by his 
visual sense. The kinesthetic sense is an important 
element in the palpatory examination of joint move- 
ment. Motion sense or the appreciation of movement 
is a subjective experience resulting from sensory im- 
pulses arising from proprioceptors and touch receptors. 
An adequate tactile stimulus may be provided by a 
wisp of cotton or a fine hair which deforms the skin 
surface. Pressure like that of a pencil point will stimu- 
late the deeper proprioceptors lying in the dermis. 
Joint movement, resistance, shock or impact, and lack 
of mobility are appreciated by the deeper receptors of 
the proprioceptive system. These receptors, the 
pacinian corpuscles, are found in the dermis, muscle, 
tendons, periosteum, and other deep-seated structures. 
Thus motion sense is derived both from light touch 
sensation and the deeper proprioceptors. 

The study of motion is just one step in the de- 
velopment of the sense of touch. Stinson and Allen’? 
have described the basic steps in the acquisition of 
tactile perception. Their articles are osteopathic 
classics and are worthy of repeated perusal. 

The study of joint motion requires a moving 
articulation, preferably one which can be moved pas- 
sively, and a receptor. The pads of the fingers provide 


: Presented at the annual meeting of the Montana Osteopathic Asso- 
ciation, Great Falls, July 6-8, 1953. 


the most sensitive areas for touch perception, and 
these act as the receptors. The thickness of the skin 
surface will determine to a certain degree the sensi- 
tivity of the receptor apparatus. 

Since the proprioceptive system is essential for the 
perception of motion, it is important that the physician 
be relaxed at all times. All unnecessary proprioceptive 
stimuli should be reduced to a minimum in order not 
to detract from the palpatory sense. Contracted 
muscles send proprioceptive impulses to the central 
nervous system which may produce interference with 
the perception of the impulses from the motion test. 

Repeated practice of the technics of motion testing 
is necessary to develop such a degree of facilitation 
that the physician’s attention is directed to the sensitive 
palpating fingers rather than to the mechanics of the 
motion test. A concerted effort should be made to con- 
centrate on the impulses received from the fingers 
since a momentary lapse in concentration may distort 
the sensory impression or render it invalid. Unfor- 
tunately the physician is not always cognizant of the 
fact that this has occurred. 

In testing for joint motion one hand generally in- 
troduces movement into the articulation while the 
other acts as the receiver. An exception to this is 
found in the spring test for rotation of the lumbar 
spine where one hand alone may act as pressor and 
receptor. Here one thumb is placed over the transverse 
process of a vertebra and downward pressure is ap- 
plied in a springing manner. This type of test repre- 
sents one of the grosser tests of motion, and one which 
the student should be able to learn early. However, 
pressure is more commonly applied through one thumb 
superimposed upon the other. The lower of the two 
acts as the receiver, being relaxed; the top acts as the 
pressor. With this test the beginner finds it difficult 
to receive impressions through only one thumb, that is, 
to disassociate pressure application from pressure re- 
ception. The test may be conceived as human radar. 
One thumb sends out impulses and the other receives 
them. 

In this test the resistance to pressure is observed 
first over one transverse process and then over the 
other. The two impressions are compared. In the 
beginning the student finds it difficult to relax the 
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lower hand and to apply the right amount of pressure 
with the upper hand. The latter is accomplished by 
slowly applying pressure down through the soft tis- 
sues, until contact is made with the transverse process ; 
then a slight springing downward force is applied. 
This springing force may have to be repeated several 
times before ascertaining the amount necessary to per- 
ceive the degree of motion present. The reaction to 
this test is variable: (1) A resiliency, a springing 
sensation, a freedom of movement with a swing and a 
return can be felt (Fig. 1) ; (2) a quality of resistance 
requiring more pressure to elicit movement and a 
slight sluggishness to the swing which may be caused 
by muscular contracture; (3) a resistance to movement 
and no rebound but a gradual return; (4) no motion 
at all, a hard resistance to pressure. 


a b. d. 
Fig. 1. The spring test for rotation of the lumbar spine. 
The size of the arrows indicates the relative amount of pressure 
applied. 
a. Springiness or resiliency 
b. Elasticity or pliability 

. Resistance 

. Rigidity or pressure 

. Sensory impression 

d. Time impression 


This pressure spring motion test may be de- 
veloped along with the ability to perform deep palpa- 
tion. The important feature of this test is the initial 
palpation down to the bone followed by the further 
application of sufficient force to detect the nature of 
the movement, denoted as springiness or resiliency, 
plasticity or pliability, resistance, and rigidity or pres- 
sure. The springing type of method may be used with 
one hand over the joint while the other applies force 
to one member of the articulation. The sacroiliac 
joint may be tested for motion in this manner. 

The usual test of motion involves the palpation of 
the junction of two articular surfaces by the finger or 
fingers of one hand while passive movement is intro- 
duced into the joint by the other hand. Motion is most 
easily perceived in the extremities where palpation can 
be directed to the surface of the joint without too 
much interference by excessive intervening tissue. In 
the spine it is often difficult to palpate directly over a 
facet, consequently technics are employed which test 
reflected motion at a distance from the articulation. 


a0 


These tests are not as reliable as those in the ex- 


tremities since the accuracy of the test is in direct 
proportion to the distance between the joint and the 
receptor. Therefore, the beginner is usually referred 
to a joint in the extremities to commence his study of 
joint movement. 
PHYSIOLOGIC MOTION 

One of the best joints for the beginner to practice 
on is the distal phalanx of a finger. It is difficult to 
practice with one’s own finger, but it can be done if a 
substitute is not available. The first thing to learn to 
appreciate is the feeling which may be figuratively 
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described as a “wave of motion,” the sensation of a 
ripple of movement which comes to rest under the 
palpating finger, somewhat in the manner of the air 
bubble in a water level, and then passes from under 
the palpating finger as the distal phalanx is flexed and 
extended. The next thing to perceive is the direction 
of this wave of motion. How does it correspond to 
flexion and extension? When this is perceived, the ad- 
vance of this wave of motion may be controlled; that 
is, recognition leads to the ability to control the degree 
of movement so that the point of movement seems to 
be appreciated or sensed at all times. With this latter 
recognition the limits of joint movement may be de- 
tected. The total range of a particular movement may 
be explored. 

The limit or extreme of joint motion is perceived 
as a finite point. When it is reached the wave of 
motion appears to rise or fall over a barrier and pass 
on into the next articulation (Fig. 2). 


Flexion 


Fig. 2. 
ment. 


The normal range of flexion and extension move- 


E.L. Extension Limit 

E.N.P. Extension Neutral Point 
F.N.P. Flexion Neutral Point 
F.L. Flexion Limit 


The ability to detect movement and to delineate 
the limits of motion of a joint in the flexion and ex- 
tension axis is one of the first steps in the development 
of motion sense. Physiologic motion must be studied 
prior to developing the ability to determine pathologic 
motion or alterations in joint mobility. 

A point to be noted in the study of physiologic 
motion is that there appears to be a neutral point, like 
the neutral point in a gear shift, within the range of 
flexion and extension. In fact two separate neutral 
points are found in that portion of the range of move- 
ment adjacent to the place where the joint tissues 
begin to tighten up as further flexion or extension is 
introduced. These neutral points may be difficult to 
perceive. They may appear to coincide or to be adja- 
cent to one another. 

The normal physiologic range of flexion-extension 
movement may be described as follows: flexion limit, 
flexion neutral point, neutral, extension neutral point, 
and extension limit (Fig. 2). These neutral points are 
especially important. Their recognition is utilized in 
motion tests and all osteopathic corrective technics. 
Correction should always commence at a neutral point 
within the range of the joint movement. 

When the distal phalanx is tested for motion, the 
wave of motion is detected first. This wave is brought 
under the palpating finger and localized in the neutral 
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area. Next the limits of the range of movement are 
sought and explored. A slow steady movement is used. 
Too rapid movement will give too many impulses to 
the receptors of the palpating fingers. If the move- 
ment is lost, the distal phalanx should be returned to 
the neutral area and a new start made. The pads of the 
palpating fingers are used and the hand should be re- 
laxed at all times to avoid stimulation of any extrane- 
ous impulses of a proprioceptive nature, which might 
interfere with the interpretation of motion changes. 
Too many trials in testing motion should also be avoid- 
ed, since pathologic joint motion may be changed by 
the motion test. In essence this is an articulatory 
movement and in some cases it is corrective in nature. 
One of the difficulties encountered in attempting to 
demonstrate motion changes to students results from 
the fact that the original findings may be changed after 
examination by one or more observers. 


If properly learned, the test of motion will greatly 
assist the development of corrective articulatory tech- 
nic. Articulation may differ only in the use of a 
slightly firmer force throughout the total range of the 
joint or in one special phase of its movement. 


PATHOLOGIC MOTION 


The articular lesion is seldom something “out of 
place’’—an implication of gross change. It is more 


often a locking or wedging of a joint. A good example 
of the usual lesion phenomenon is illustrated by open- 
ing a window. If it is pushed up on one side only, 
it jams or wedges so that it cannot be moved further 
and sometimes it can be moved down again only with 
difficulty. 


However, it is apparent that there are many types 


of joint restriction. To use the flexion-extension range 
of movement of the spine as an illustration, an articu- 
lar lesion may disclose : 

1. Greater freedom or greater range of movement 
than normal. Usually this condition is present after a 
recent injury. The laxity or looseness of movement as 
well as the total range of movement may be increased. 

2. Disturbance in the total range of movement, a 
limitation or disturbance in quality. 


3. Limitation in the extremes of movement. 


4. Disturbance in the quality of movement with- 
out disturbance in range. This may occur in the total 
range of movement, or in one extremity, or in some 
phase of the range of movement. Early arthritic 
change may give this impression. Changes in quality 
are usually associated with a limitation in the range of 
movement, but sometimes they may be found subtly 
alone. 


5. Total shift of the range of movement, a com- 
pensatory increase. 

6. No detectable movement. 

Restrictions in joint movement may be caused by 
trauma to the joint resulting in some mechanical dis- 
order. They may also be caused by a disturbance in 
the tissues surrounding the joint. Pain, disease of the 
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joints, fractures, and neurologic diseases may all limit 
or change the movement in a joint. 


Physiologic changes in joint motion may exist as 
a result of individual variations or development such 
as the anomalies of the lumbosacral facets. Further- 
more, the body’s elasticity varies with each individual. 
Aging results in a gradual loss of tissue and joint 
elasticity. Moreover, joint movement is found in pro- 
portion to the activity of the individual. Certain occu- 
pations demand and maintain greater joint motion 
than others. Individuals in sedentary occupations 
gradually lose a degree of their joint freedom through 
disuse. Body mobility may also be associated with 
body type. One classification of body types is based 
upon the range of flexion and extension of the wrist. 


MOTION AND PROGNOSIS 
There appears to be a direct relationship between 
disorders in joint motion and symptomatology. Be- 
cause the restoration of joint movement is associated 
with a return of function and the relief of symptoms, 
it is used as a clinical guide in prognosis. However, 


there are certain problems in the use of motion as a 


guide to recovery. Sometimes the restoration of move- 
ment appears complete before the symptoms disappear. 
This may be explained by a retardation of the relation- 
ship of the other parts of the body to the reactivation 
of the injured joint. This symptomatic lag may be 
caused by a weakness of the tissues surrounding the 
joint or a delay in soft tissue recovery. 


Unfortunately in some cases the symptoms persist 
in spite of complete restoration of joint motion. There 
must be some other causative or aggravating factor in 
these cases. Often posture, occupation, or habits will 
prevent complete symptomatic recovery. Patients in 
whom symptoms persist after return of joint motion 
present puzzling problems. 

Occasionally the patient’s symptoms disappear 
before the complete range of movement is restored. 
The explanation for this phenomenon may be that the 
patient’s functional movement has been restored; his 
movement for ordinary tasks is adequate. However, 
if he were to attempt to use the complete range of his 
joint movement, he might again develop symptoms of 
joint dysfunction. It is sometimes difficult to convince 
such patients that they require more osteopathic manip- 
ulative treatment. They are apt to discontinue therapy 
and then return with a _ reaggravation of their 
symptoms. 


Thus, it is evident that a sense of joint movement 
is necessary in the prognosis of an articular lesion as 
well as in its diagnosis and treatment. In fact motion 
sense constitutes the culmination of palpatory skill and 
is the limiting factor in the art of manipulation. 


SUMMARY 
An attempt has been made to describe the sensory 
impressions arising from testing joint motion. Physi- 
ologic and pathologic motion have been discussed as 
well as the relation of motion and prognosis. 


17 Vick Park A 
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Heredity in Spondylolisthesis and Spondylolysis 


DONALD SIEHL, D.O. 


Orthopedic literature shows that there is consid- 
erable interest in the etiology of spondylolisthesis and 
spondylolysis. During the past several years the op- 
portunity of obtaining low-back x-ray studies on four 
generations in a single family was presented to me. 
In checking xtrays of several members of this family, 
persistence of defects in the pars interarticularis with 
and without spondylolisthesis was noted in several 
members, and, therefore, effort was made to obtain 
x-rays of the entire group. 

Spondylolisthesis is defined as the forward slip- 
ping of a vertebral body in relation to the body below 
it, accompanied by an isthmus defect. Prespondylolis- 
thesis or spondylolysis refers to those cases presenting 
the isthmus defect without the forward slipping. 

A review of the literature shows only scattered re- 
ports of spondylolisthesis occurring in a parent and 
child. George’ reported cases occurring in the daugh- 
ter, father, and grandmother. With this and one other 
exception, there are only three families in American 
literature and four families in European literature 
reported, with only two generations being reported in 
each family. Friberg? reports a rather exhaustive sur- 
vey of a family covering four generations. He ex- 
amined 61 of a possible 65 individuals. In_ this 
instance, he found 15 cases of spondylolisthesis. One 
of these was in the first generation, 5 in the second 
generation, and 9 in the third generation. It is inter- 
esting to note that 7 of the 9 in the third generation 
were from a single family where both parents had the 
defect. These cases would indicate heredity as a 
definite etiologic factor in  spondylolisthesis and 
spondylolysis. My report offers further evidence 
along this line as a contribution to the literature on the 
subject. 

Rowe and Roche’ are of the opinion that spon- 
dylolisthesis is an acquired lesion resulting from frac- 
tures of the isthmus during infancy. I do not believe 
this is borne out by my study and by Friberg’s study. 
Harris* believes that the knowledge at hand does not 
justify the assumption that spondylolisthesis could re- 
sult from a failure of fusion of normal ossification 
centers of the pars interarticularis. He and Bailey® 
believe that the defect is due to a failure of fusion of 
two abnormal centers of development in the neural 


Fig. 1A Fig. 1B 
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arch. Bailey points out the following evidence as in- 
dicative of a hereditary background for these cases: 


_ The defects involve more than one segment; 5 to 25 


per cent are unilateral; the frequency in various races 
is the same, being approximately 5 per cent; there are 
numerous cases reported in children in recent years ; 
two ossification centers are possible. In various studies 
of spondylolisthesis it is pointed out that other anom- 
alies of the isthmus may be present, and other 
anomalies of the same vertebral segment are frequent. 

The first member of the family which I studied 
presented a frank case of spondylolisthesis. The sec- 
ond member showed definite prespondylolisthesis. In 
two additional members of the family there were defi- 
nite anomalies in the lumbosacral area, chiefly in the 
nature of incomplete fusion of the posterior neural 
arch. A diagram is presented showing the relationship 
of the several persons included in this study. The 
study includes all members of the second, third, and 
fourth generations directly descended from the indi- 
vidual representing the first generation. 


A.C. f . 


f-female 


HHH -otner lumbosecral |__| -norusl lusbo- 
anomalies cacral region 


-spondylolisthesis -spondylolysis 


Diagram I. 
spondylolysis. 


Familial incidence of spondylolisthesis and 


Case 1 (Figs. 1A and 1B). There are definite 
anomalies of the lumbosacral area with incomplete 
closure of the neural arch of the first sacral segment. 


(2 (4) 
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Fig. 3A Fig. 3B 

There are definite facet anomalies with sclerotic 
changes. There is definite thinning of the fourth and 
fifth lumbar interspaces with some erosion beginning 
in the fifth disk space. There is a slight spondylolis- 
thesis with a pars interarticularis defect, the body of 
the fifth lumbar being forward approximately 4% inch. 

Case 2 (Figs. 2A and 2B). There is a definite de- 
fect in the pars interarticularis and a frank spondylo- 
listhesis. Facet anomalies are present with sclerotic 
changes. 

Case 3 (Figs. 3A and 3B). There is incomplete 
closure of the neural arch of the first sacral segment 
with a facet anomaly and with thinning of the lumbo- 
sacral disk accompanied by minor arthritic changes. 

Case 4+ (Figs. 4A and 4B). There is frank second 
degree spondylolisthesis with the typical defect in the 
pars interarticularis. The lumbosacral facets are small 
and show some hypertrophic change. 

Case 5 (Figs. 5A and 5B). There is incomplete 
fusion of the neural arch of the first sacral segment 
with a defect in the pars interarticularis of the fifth 
lumbar. There is a thinning of the lumbosacral disk 
with bilateral sclerotic changes in the lumbosacral 
arthrodiae. 

Case 6 (Figs. 6A and 6B). There is a definite 
defect in the pars interarticularis bilaterally with facet 
anomalies. There is a slight thinning of the lumbo- 
sacral disk and an increased lumbosacral angle pre- 
senting a definite prespondylolisthesis. 

Case 7 (Figs 7A and 7B). There is incomplete 
closure of the neural arch of the first sacral segment 
and a defect on one side of the pars interarticularis at 
the fifth lumbar. There are anomalous facets. There 


Fig. 5B 
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Fig. 4A Fig. 4B 
is again thinning of the fifth lumbar disk space and a 
prespondylolisthesis. 

Case 8 (Figs. 8A and 8B). There is incomplete 
closure of the neural arch of the first sacral segment 
with facet anomalies at the lumbosacral level. There 


‘is some thinning of the lumbosacral disk. 


All these patients of the first three generations 
show some postural abnormality but this is not constant 
as to the amount or the side of the short lower ex- 
tremity. 

Case 9. The lumbosacral region is normal. 

Case 10. There is incomplete fusion of the neural 
arch of the first sacral segment. 

Case 11. There is a questionable defect in the pars 
interarticularis. Sacralization of the fifth lumbar is 
present on the left. There is an incomplete fusion of 
the neural arch of the fifth lumbar and first sacral 
segments. 

Case 12. There is a defect in the pars interarticu- 
laris. Extra centers of ossification are present in the 
first sacral segment. 

Case 13. The lumbosacral region is normal. 

Case 14. The lumbosacral region is normal. 

X-rays of the last six cases are not shown since 
they were of children and did not reproduce ade- 
quately for publication. 

SUMMARY 


This study of four generations of a family pre- 
sents an incidence of three cases of spondylolisthesis, 
five cases of spondylolysis, and three cases presenting 
other definite lumbosacral anomalies. Only three cases 


presented a normal lumbosacral spine. We_ believe 


Fig. 6A Fig. 6B 
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Fig. 5A 


Fig. 7A Fig. 7B 
these cases present a definite indication of the hered- 
itary background of spondylolisthesis and spondyloly- 
sis. 
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Fibrocystic Disease of the Pancreas 


General Review and Report of Two Cases Occurring in Identical Twins 
RAYMOND L. TEPLITZ, D.O. 


Much documentation regarding this uncommon 
disease has appeared in the literature, especially since 
Jeffrey’s provocative article in 1941.' If textbooks on 
pediatric pathology are not replete with the details of 
the physiologic pathology and morbid anatomy of fibro- 
cystic disease of the pancreas, journals certainly appear 
to fill this deficit. Unfortunately, often a static or 


classical view of the disease and of its altered physi- ° 


ology and the effects on the general body economy are 
described. Therefore, in this exposition, an attempt 
will be made to present a dynamic view of the subject, 
using two cases recently studied by the author as 
historical background. 

“Fibrocystic disease of the pancreas” as a term 
for a disease entity has its shortcomings because it 
fails to incorporate the essential changes occurring and 
sometimes predominating in other organs. Conven- 
tionally it has been classified as a disease of altered fat 
metabolism. In this connection, some of the symptoms 
and pathology are readily understood. Lowe’s? studies 


Burbank, Calif. 


strongly indicate that the disease is of a hereditary 
nature, carried by a simple Mendelian recessive gene. 
My last two cases, occurring in monozygotic male Cau- 
casian twins, would appear to substantiate this conclu- 
sion. They are of particular interest since so far as | 
have been able to ascertain no cases in identical twins 
have previously been cited. Obviously, even the occur- 
rence in monozygotic twins is not conclusive proof of 
a hereditary pathogenesis since by living in the same 
environment they might be exposed to the causal agent 
or agents simultaneously. Therefore, the observations 
of Bernardi and Menghi® in Italy are of interest at this 
point. In examining 45 cases of repeated attacks of 
bronchitis and pneumonia, using appropriate methods, 
they found no abnormality in blood amino acid follow- 
ing gelatin ingestion or excessive lipids in feces. Fur- 
ther, there were no cases of fibrocystic disease of the 
pancreas in Milan in 581 infants brought to autopsy 
(a percentage far lower than stated in large institutions 
in the United States, and far below my own findings) 
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Fig. 1A 
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Fig. 1B 


Fig. 1A. Lung, X 10. Note purulent mucoid material filling bronchi and emphysema in surrounding parenchyma. Fig. 1B. 
Lung, X 44. Edge of bronchus with mucopurulent exudate. Photomicrographs were reduced approximately one third in repro- 


duction. 


and no cases of meconeum ileus in 4,086 newborns. 
Since the disease occurs in this country in many in- 
fants of Italian descent, the authors conclude that the 
rarity of the disease in Italy is predicated upon un- 
known environmental factors. 

THEORIES REGARDING ETIOLOGY AND PATHOGENESIS 


A failure of the exocrine function of the pancreas* 
has been suggested as the initial lesion, resulting in 
vitamin A deficiency. This in turn has been indicted as 
the cause of epithelial metaplasia in the bronchi and 
other ducts (that is, pancreatic and bile ducts). Ander- 
sen’ is convinced, by virtue of careful case studies 
combined with excellent results in the treatment of the 


disease as a dietary deficiency, that there is no basis 
for considering the disease primary in the bronchi or 
their secretions. 


On the other hand, Farber® has advanced the 
promising hypothesis incriminating glandular tissues 
of several systems and their secretions. If the secre- 
tions of certain glands should become too viscid and 
inspissation follow, then we may expect duct obstruc- 
tion and ectasia, parenchymal atrophy, and_ fibrosis. 
To add weight to his argument, Farber showed that 
young cats placed on heavy doses of parasympathomi- 
metic drugs developed a histologic and clinical picture 
similar to, if not identical with, that of the disease. 
However, since the disease is progressive, one must 
assume the initial lesion is complicated by later mani- 


Fig. 2A. Pancreas, & 10. Note dilated ducts and faintly 


staining secretions retained. 


festations, the result of deficiencies, inflammatory 
reactions, or other secondary phenomena. Other in- 
vestigators in the field have supported Farber’s thesis, 
including Zuelzer and Newton ;’ Ayers, Stowens, and 
Ochsner and Baggenstoss and his associates.” 

The possibility of a primary congenital pancreatic 
defect has been advanced*'" with the pulmonary 
changes considered as secondary. However, the ob- 
structive defect of the pancreas cannot be charged 
as a primary etiologic factor in all cases, and, as in my 
cases, may be far less important histologically and 
functionally than the changes taking place elsewhere. 

Although secondary infections, frequently fatal, 
are the rule in these cases, there are those who believe 
that fibrosis in the organs affected is due to a toxic or 
inflammatory cause."""'* The evidence for this conclu- 
sion involves the fact that intranuclear inclusion bodies 
may be found in the tissues in some cases, suggesting 
a virus etiology. However, these inclusions have been 
demonstrated in cells of patients dying of other causes. 
Further, it has been shown that a decrease or disap- 
pearance of pancreatic enzymes in the gut may be 
expected in a wide range of infectious diseases of 
childhood.** Veghelyi and his coworkers** have in- 
duced the lesions of the disease in rats by administra- 
tion of various bacterial toxins, carbon tetrachloride, 
and by the use of metallic salts. 

:tiology notwithstanding, the evolution of the 
disease generally takes the following pattern: In the 


Fig. 2B. Pancreas, K 44. Precipi- 


tated protein secretion more readily visualized on high power. Photomicrographs were reduced approximately one third in repro- 


duction. 
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Fig. 3. Lung, & 10. The resemblance to Fig. 1A (showing pulmonary state of twin brother) is striking. Fig. 4. Pan- 
creas, X 10. Note well-preserved islet of Langerhans in upper right portion of photomicrograph. Photomicrographs were re- 


duced approximately one third in reproduction. 


immediate postnatal period or perhaps in fetal life, 
the mucus-secreting glands of the body elaborate an 
abnormal product, too viscid to be moved along with 
ease. This results in gradual blocking of ducts, pre- 
dominantly those of the pancreas, lungs, and gallblad- 
der. Pancreatic function as an exocrine organ is dis- 
turbed by degrees, the degree depending upon whether 
the lack of digestive enzymes is partial or complete. 
Absence of lipase results in steatorrhea and loss of 
ingested fats and fat-soluble products, including vita- 
min A. Therefore, along with the disastrous effects 
of nutritive failure regarding fats, all of the compli- 
cations of vitamin A deficiency must be added. Unfor- 
tunately, these complications include epithelial meta- 
plasia, which, when occurring in the ducts of the 
organs under consideration, only intensifies the disease. 

Lack of protein- and carbohydrate-splitting en- 
zymes is not as apparent as other deficiencies because 
of their adequate supply elsewhere (salivary glands, 
stomach, and intestinal mucosa). However, when 
proteases, et cetera, are absent, the meconium of the 
infant may fail to liquefy and consequently may ob- 
struct the intestine, usually at the ileocecal valve. As 
many as 20 per cent’* of the cases of cystic fibrosis 
of the pancreas may present this phenomenon. Within 
the pancreas atrophy of the parenchymal cells with 
replacement fibrosis will commonly be found. The 
islets of Langerhans are usually spared. A moderate 
secondary infiltration with mononuclear cells may ac- 
company the process. 


The lungs suffer a similar fate. The plugging of 
the bronchi leads to bronchiectasis and the prepara- 
tion of a nidus for secondary infections. Obstructive 
emphysema or atelectasis may occur. Fatal asphyxia 
and/or bronchopneumonia are common terminal events. 


LABORATORY FINDINGS 
In any case in which an infant fails to gain weight, 
exhibits steatorrhea or ileus, and/or chronic respira- 
tory infection, the diagnosis of cystic disease of the 
pancreas should be entertained. 
1. Stools 
a. These may be examined for fat and, if exces- 
sive, the diagnosis is supported although not 
proved. 
b. If trypsin activity is absent, the diagnosis is 
strongly suggested. When trypsin is present 
a bacteriologic determination for gelatin- 


liquefying organisms should be made to rule 
out a false positive test. 
2. Duodenal contents 
a. Lipase and trypsin activity are decreased in 
the disease. 
b. Viscosity is abnormal and may show altera- 
tion before trypsin change is evident. 
3. Low serum cholesterol 
4. Flat vitamin A absorption curve following in- 
gestion of measured amounts of vitamin A. 


CASE HISTORIES 

After delivery of identical twins, 3 months pre- 
vious to the present admission, the mother stated that 
neither child gained weight well and both had a_ con- 
stant “cold.” The infants were pale, poorly nourished, 
with harsh rales throughout the lung fields and a low 
fever. One had been hospitalized elsewhere for pneu- 
monia, but the diagnosis was changed to pertussis and 
the patient transferred to our contagious disease ward. 
The infant remaining on the pediatric ward lost weight 
rapidly and failed to respond to antibiotic therapy. 
His white blood count was 25,000 per cu. mm. with 
a predominance of polymorphonuclears. Little more 
than 10 days after admission, during which time his 
pulmonary symptoms were marked, he developed se- 
vere respiratory distress with sternal retraction and 
cyanosis and expired. Autopsy revealed thick plugs 
of mucus in the tracheobronchial tree completely ob- 
structing the air passages (Figs. la and 1b). Pseudo- 
monas aeruginosa was isolated from this material. The 
pancreas demonstrated characteristic changes of the 
disease, but these were not as advanced as those of 
the pulmonary organs (Figs. 2a and 2b). 

Upon autopsy diagnosis of this case, the indicated 


.diagnostic procedures were immediately instituted in 


the twin. Lipid studies of the stool showed only a 
moderate amount of fat. Trypsin determinations, us- 
ing the gelatin liquefaction technic,’® likewise showed 
normal enzyme activity and the absence of gelatin- 
liquefying bacteria in the stools. Pseudomonas aerugi- 
nosa was cultured from material aspirated from the 
trachea and larynx. Nevertheless, the pulmonary signs 
and symptoms, radiographs showing an upper respira- 
tory infection, patchy atelectasis, and the diagnosis in 
the twin convinced the attending physicians that the 
disease was undoubtedly the same as that affecting 
(Continued on page 170) 
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1953 CLINICAL ASSEMBLY AT LOS ANGELES 

The 1953 Clinical Assembly of five specialty and 
affiliated groups of the American Osteopathic Asso- 
ciation was characterized by an astute observer and 
registrant as one of the noteworthy conventions in the 
profession’s history and one especially significant in 
its developmental aspects. For the American College 
of Osteopathic Surgeons it was the twenty-sixth meet- 
ing. Again, as in recent years, there were four other 
participating organizations, the American Osteopathic 
Hospital Association, the American Osteopathic Col- 
lege of Radiology, the American Osteopathic Academy 
of Orthopedics, and the American Osteopathic Society 
of Anesthesiologists. For this last organization it was 
a historic meeting; the Society reorganized as the 
American Osteopathic College of Anesthesiologists, 
having been granted its new status in July by the 
Board of Trustees of the American Osteopathic Asso- 
ciation. 

As in 1952, the opening of the Annual Meeting 
of the Osteopathic College of Ophthalmology and 
Otorhinolaryngology coincided with the closing ses- 
sions of the Clinical Assembly. Such a time and geo- 
graphic relationship establishes a continuity that is 
more than apparent, since it affords an opportunity for 
meeting of individuals. The thirty-eighth Annual 
Meeting of this oldest of the profession’s specialty 
groups will be reported later. 


The attendance of the Assembly was representa- 
tive of the entire country. Air travel from coast to 
coast, now accomplished in a relatively few hours, has 
largely wiped out the regional character of national 
meetings. Attendance figures showed total registrants 
to number approximately 900. Both the College of 
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Surgeons and the participating organizations were 
pleased with their attendance, indicative as it was of 
the growing interest and serious consideration and 
approval given to clinical meetings. Attendance in all 
groups was augmented by guests. 

The Assembly proper revolves around the College 
of Surgeons, a normal sequence of events due to many 
factors; it began 20-odd years ago as an assembly of 
surgeons. Members of the College of Surgeons still 
constitute the majority of registrants, and, as a spe- 
cialty within osteopathic medicine, surgery occupies a 
ranking position. The four participating organizations, 
however, are entirely independent of the College, each 
making a distinctive contribution to the profession 
which they all serve. Their union with the surgical 
group in a clinical session is symbolic of the inter- 
dependence of all the constituent groups even though 
they maintain perfectly their autonomy. This sym- 
biotic relationship is one of the factors which increas- 
ingly is rendering these assemblies notable occasions in 
the continuing advance of the osteopathic profession. 

OPENING PROGRAM 

As has now become traditional, the formal open- 
ing of the Assembly occurred on Sunday evening 
following the preconvention week, which had been 
partly filled with meetings of various boards, commit- 
tees, and other policy-making and executive bodies. 
President James O. Watson of the College of Sur- 
geons called the Assembly to order at 7:30 p.m., 
October 18, in the beautiful Pacific Ball Room of the 
Hotel Statler, Los Angeles. Seated on the platform 
with Dr. Watson were Drs. J. Armande Porias, presi- 
dent of the College of Radiology; Warren G. Brad- 
ford, president of the Academy of Orthopedics; J. 
Craig Walsh, president of the Society of Anesthesiolo- 
gists; Mr. E. L. Herbert, president of the Osteopathic 
Hospital Association, the Reverend Clarence W. Kerr 
of Los Angeles who gave the invocation, Dr. W. Don- 
ald Baker, general chairman of the Assembly, and Mr. 
John Anson Ford, chairman of the Board of Super- 
visors of Los Angeles County. President Watson 
responded to the official welcome by Mr. Ford to Los 
Angeles and announced that the Annual Trenery Lec- 
ture of the College of Radiology would follow. All 
registrants were invited to remain for this important 
event. 

The Trenery Lecture has become much more than 
a portion of the radiologists’ program; it is a tradi- 
tional event shared by the entire Assembly. It was 
founded in 1943, shortly after the untimely death of 
Floyd B. Trenery, whose contribution to the develop- 
ment of radiology in osteopathic medicine is beyond 
estimation. This year’s Lecture bore a special signifi- 
cance since it was in California that Dr. Trenery lived 
the major portion of his professional life. Los Angeles 
was the scene of his outstanding professional achieve- 
ments which overflowed in an organizational form 
throughout the profession. The Trenery Lecture for 
1953 was delivered by Bertram V. A. Low-Beer, M.D., 
associate professor in the Department of Radiology at 
the University of California, Berkeley. He spoke on 
“Tsotopes—Today and Tomorrow.” Dr. Low-Beer 
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was the first to receive the bronze Trenery medal, long 
planned to be given each year to the designated speak- 
er. The medal was designed by a distinguished artist 
and the die cast by well-known silversmiths of Phila- 
delphia. The Lecture is scheduled to be published in 
the near future as a special article in Tie JOURNAL. 


SCIENTIFIC PROGRAMS 

The scientific programs began in part on Sunday, 
October 18, and continued through Wednesday, Oc- 
tober 21. The Coéllege of Radiology and the Academy 
of Orthopedics, as is their custom, held a combined 
meeting on Wednesday. The Assembly concluded with 
a joint meeting on Thursday morning, October 22, at 
which John W. Cline, M.D., F.A.C.S., spoke on 
“Medical Education Today and Tomorrow.” Dr. Cline 
is a past president of the American Medical Association 
and an associate clinical professor of surgery at Stan- 
ford University School of Medicine. 


COLLEGE OF SURGEONS 
The daily programs of the College of Surgeons 
began Monday, October 19. Surgical clinics were held 
at 8 a.m. Monday, Tuesday, and Wednesday mornings 
at Burbank, Doctors, Glendale, Maywood, Monte Sano, 
Park View, San Gabriel Valley, and Los Angeles 
County Osteopathic hospitals. All are well-known 
osteopathic institutions in Los Angeles and _ vicinity. 
Admission to the surgical clinics was necessarily by 
special ticket, so that the large number of registrants 
unable to attend were given an opportunity to view 
special request films from 8 to 9 a.m. daily. Color 
films depicting surgical operations were scheduled 
regularly throughout the sessions through the courtesy 
of Davis and Geck, well-known manufacturers of sur- 
gical supplies. Frank F. Schade, M.D., Los Angeles, 
Chief of the Medical and Health Service of California, 
State Region 9, Civil Defense, and Michael Bb. Shim- 
kin, M.D., Chief, Laboratory of Experimental Oncol- 
ogy, University of California School of Medicine, 
appeared on the programs as guest speakers. Dr. 
Schade’s topic was “Civil Defense,” and Dr. Shimkin 
spoke on “Quacks and Cancer.” The excellent pro- 
gram for 1953 was made possible by the careful 
planning of Dr. J. Willoughby Howe of Hollywood. 

The Annual Conclave of the College, at which all 
registrants were the guests, was held in the Pacific 
Ball Room on Monday evening. This significant social 
and ceremonial event centers around the inaugural of 
the incoming president, acknowledgment of  can- 
didates for future membership, roll call of new 
members, charge of the College to the class, award 
of the degree of fellow, and the bestowal of life mem- 
bership. Life membership was granted to Drs. T. J. 
Ruddy, Los Angeles, and M. S. Slaughter, Webb City, 
Mo. 

The degree of fellow was awarded to the follow- 
ing osteopathic physicians : Howard C. Baldwin, Tulsa, 
Oklahoma; Wesley S. Carey, Oakland, California ; 
John A. Costello, Los Angeles; J. Paul Leonard, De- 
troit; W. H. Riche, Independence, Missouri; and K. 
George Tomajan, Boston; and posthumously to Frank 
A. Piazza, who practiced in Long Beach, California. 
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The new president of the College is Dr. James M. 
Eaton. Dr. Eaton is chief attending orthopedic sur- 
geon of the Osteopathic Hospital of Philadelphia and a 
member of the faculty of the Philadelphia College of 
Osteopathy. Dr. J. Willoughby Howe was named 
president-elect. 

A key figure in the development and growth of 
the College of Osteopathic Surgeons has been its sec- 
retary-treasurer, Dr. Orel F. Martin, Coral Gables, 
Florida. Through the cooperative assistance of Mrs. 
Esther Martin, Dr. Martin has been able to carry out 
the continuously expanding program of the group, 
despite his illness. However, recently the College 
vielded to his long insistence and relieved him of his 
official responsibilities. Dr. Charles L. Ballinger, To- 
ledo, Ohio, a former president of the College, was 
elected secretary-treasurer. The post of administrative 
secretary was created, and was filled by Mrs, Martin 
whose familiarity with every detail of the College 
administration is a matter of profession-wide knowl- 
edge. Dr. Martin was named as consultant to the 
Board of Governors. This rearrangement of adminis- 
tration is evidence not only of the high regard and 
appreciation of Dr. Martin’s associates, but proof of 
the confidence and trust with which Mrs. 
Martin are held. 

Newly elected as a member of the Board of Gov- 
ernors was Dr. Milton V. Gafney, Dallas, Texas. Drs. 
H. J. MeAnally, Kansas City, Missouri, and Troy L. 
McHenry, Los Angeles, were re-elected for 3-year 
terms. 


he and 


OSTEOPATHIC HOSPITAL ASSOCLATION 

The number of osteopathic hospitals which in- 
creases month by month and the growth, development, 
and expansion of existing hospitals would make the 
formation of a hospital association necessary if an 
effective and experienced organization were not al- 
ready in existence. Under the able leadership of its 
first years the Hospital Association laid a foundation 
strong enough to uphold its own growth. During the 
past year it has been carefully and conservatively 
guided by President E. L. Herbert, superintendent of 
the Chicago Osteopathic Hospital, at the same time 
that a new policy of assistance to member hospitals 
was being developed by the executive secretary, Robert 
P. Chapman, Davenport, lowa. Mr. Chapman, but a 
year with the Association, becomes its full-time execu- 
tive officer. The excellence of the carefully planned 
program was reflected in the large attendance through- 
out the week. The value of the Association’s leader- 
ship has become so great that no osteopathic institution 
should attempt to go its way alone. It reports an insti- 
tutional membership of approximately 200 distributed 
over thirty-three states. 

Mr. Herbert was re-elected president of the Asso- 
ciation; Mr. Keith Bowker, Flint Osteopathic Hospital, 
was made president-elect; Mrs. Alixe P. Nuzum, 
Des Moines General Hospital, and Mr. Wayne P. 
Annis, Doctors Hospital, Los Angeles, were elected as 
the first and second vice-presidents respectively. Dr. 
R. F. Lindberg, Detroit Osteopathic Hospital, con- 
tinues as secretary-treasurer of the Association. 
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COLLEGE OF RADIOLOGY 

As a result of the experienced planning of pro- 
gram chairman Dr. C. A. Tedrick, Phoenix, Arizona, 
a veteran and founding member of the College, the 
radiology program reached its usually high standard of 
excellence. Dr. Tedrick assumed the office of presi- 
dent; Dr. John H. Pulker, Flint, Michigan, was elect- 
ed president-elect; Dr. Jesse P. Oswald, Oakland, 
California, vice president; and Dr. H. Miles Snyder, 
Detroit, was re-elected secretary-treasurer. Dr. Pulker 
will be the program chairman for 1954. Newly elected 
members of the executive board are Drs. Dwight A. 
Stiles, Phoenix, Arizona, and A. G. Reed, Tulsa, Okla- 
homa. Dr. D. W. Hendrickson, Wichita, Kansas, for- 
mer executive board member and president of the 
College, was again elected to the executive board. 

The Trenery dinner, which was held Tuesday, 
October 20, in the Foy and St. Louis rooms of the 
Statler, honored Mrs. Gertrude Trenery, widow of Dr. 
Trenery, and his daughter, Mrs. Marian Trenery Me- 
Fadden, both of Glendale, California. The occasion 
was the presentation by the College of the first Trenery 
medal, struck in silver, to Mrs. Trenery. Dr. J. Ar- 
mande Porias presided, introducing Dr. C. A. Tedrick 
who spoke of Dr. Trenery’s intimate connection with 
the initiation of the Board of Radiology, the first 
certifying board of specialists in the osteopathic pro- 
fession, and his interest in the development of the 
College itself. Presentation of the medal to Mrs. 
Trenery was made on behalf of the College and in the 
enforced absence of Dr. Paul Lloyd, Philadelphia, by 
Dr. Raymond P. Keesecker, Chicago, former radiolo- 
gist and president of the group. Present at the dinner 
were members of the College and friends of Dr. 
Trenery from other organizations. 


ACADEMY OF ORTHOPEDICS 


The program of this group attracts many osteo- 
pathic physicians, and this year was no exception. As 
a guest speaker, Miles H. Anderson, Ed.D., aroused 
great interest by his paper on prosthetic appliances 
and the actual demonstration by a quadruple amputee 
that he was able to accomplish for himself everything 
incident to everyday living. 

Dr. Charles H. Brimfield, York, Pennsylvania, 
was elected to the presidency of the group, and Dr. 
Walter R. Garard, Los Angeles, vice president and pro- 
gram chairman for 1954. Dr. J. Paul Leonard, Detroit, 
was re-elected as secretary-treasurer. Drs. Jack M. 
Wright, Toledo, Ohio, and Charles M. Hawes, Rich- 
ardson, Texas, were elected associate secretary and 
associate program chairman respectively. The board 
of directors for the coming year is composed of Drs. 
Warren G. Bradford, and Donald Siehl, Dayton, Ohio ; 
Robert O. Fagan, Des Moines, lowa; Karl P. B. Mad- 
sen, Oakland, California; Arthur E. Miller, Los An- 
geles; and Wallace M. Pearson, Kirksville, Missouri. 

SOCIETY OF ANESTHESIOLOGISTS 

This was the last year for the Society as such, 
and with its dissolution the American Osteopathic 
College of Anesthesiologists came into existence. An 
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excellent program from within the group was supple- 
mented by several guest speakers, among whom were 
John B. Dillon, M.D., associate clinical professor, 
surgical anesthesia, University of California at Los 
Angeles; J. Francis Dammann, Jr., M.D., and Marvin 
L. Darsie, Jr., M.D., all of Los Angeles. 

During the period of transition to College status 
it was deemed advisable to hold over the officers of 
the Society. Dr. J. Craig Walsh, Philadelphia, remains 
president; Dr. William A. Gants, Providence, Rhode 
Island, vice president ; and Dr. Crawford M. Esterline, 
Kirksville, Missouri, secretary-treasurer. Dr. J. Calvin 
Geddes, Mt. Clemens, Michigan, was made president- 
elect. Dr. A. L. Karbach, Arlington, Texas, will be 
the 1954 program chairman. 

Administration of the new College will be effected 
through its newly constituted board of governors with 
the following members: For 1 year—Dr. J. Morris 
Howlett, Detroit; for 2 years—Drs. Claire E. Pike, 
Long Beach, California, and Mahlon Ponitz, Detroit ; 
for 3 years—Drs. K. George Tomajan, Boston, and 
Amanda Marshall, Los Angeles. 

The membership in the College is divided into 
four categories: fellows, members, associate members, 
and honorary members. The first group of fellows 
consists of the founding members and officers of the 
College. 

Organization of the College of Anesthesiology is 
an event of major importance in osteopathic medicine. 
This move comes as a logical sequence in the develop- 
ment of the specialty of anesthesiology, the significance 
of which was pointed out by an editorial’ in Tue 
JouRNAL a year ago. Recognition of this group by the 
Board of Trustees of the American Osteopathic Asso- 
ciation comes as a reward for 6 years of organizational 
labor and high professional achievements of its mem- 
bership. 

SCIENTIFIC EXHIBITS 

This section was presented at the College of Os- 
teopathic Physicians and Surgeons. Among the ex- 
hibits a special Isotopes Demonstration was arranged 
by S. D. Larks, M.S., Los Angeles, biophysicist, and 
associate professor at the College. 

TECHNICAL EXHIBITS 

This section was not large but the twenty-two 
exhibits were those of well-known firms, each of 
definite interest to members of participating organiza- 
tions. 

MEDICAL EDUCATION 

The one osteopathic college located beyond the 
Rocky Mountains and on the West Coast attracted 
many registrants as visitors, and all reported most 
favorable impressions. Doctors who had not seen the 
school for more than 3 years were particularly enthu- 
siastic over the progress made in that time. The avail- 
ability of Los Angeles County Osteopathic Hospital 
as the teaching hospital for the school strengthens its 
program greatly. 

The presence of the school gave a concreteness 
and special interest to the address by Dr. Cline before 
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the closing session of the Assembly. Dr. Cline traced 
briefly the development of medical education in Ameri- 
ca from the time of the numerous medical schools 
existing for profit in 1905, to the present seventy-two 
A.M.A.-approved medical schools, all of which, public 
and private, are entirely nonprofit. He distinguished 
between the greatly increased demand for medical 
services and the actual need for more physicians. In 
his opinion doctors in the United States today are not 
in short supply. 

Last year’s graduates of medical schools—not 
counting graduates of osteopathic schools—numbered 
6,668. Dr. Cline reported 27,688 undergraduates en- 
gaged in medical training; this number includes those 
in basic science schools. He called attention to the fact 
that the number of doctors in residency training is 
more than double that in intern training; there are 


7,000 interns and 16,000 residents. 


The speaker defined medical education as the 
creation of physicians, a process which is a lifelong 
project, so that the physician should expect postgrad- 
uate training to extend throughout his life. He empha- 
sized medical education today as a dynamic and not a 
static process. 

Medical education of tomorrow, Dr. Cline sug- 
gested, could be projected by an objective examination 
of current trends. Medical students today are treated 
as adults, with emphasis upon independent work by the 
student. The inculcation of medical knowledge today, 
therefore, becomes less spoon-feeding of facts with less 
worthless attention to detail and much greater atten- 
tion to the principles of medical reasoning. 

The patient is given more consideration as a total 
individual. Medical schools are striving to perfect the 
technics of that kind of approach, according to Dr. 
Cline. While no entirely acceptable method of modern 
teaching has yet been worked out by any one school, 
Western Reserve University of Cleveland is now en- 
gaged in the most striking modification of the standard 
medical program. 

Dr. Cline outlined briefly the method of joint in- 
spection of medical schools by the Council on Educa- 
tien of the American Medical Association and the 
Association of Medical Colleges, emphasizing the fact 
that the essentials for the creation and maintenance 
of a school of medicine are now well known. He fore- 
saw medical education of the future as correlating all 
lines of knowledge with actual training in medicine, 
that the end product might be the informed and skilled 
physician prepared to care for the total man. 

The speaker gave evidence of a wide theoretical 
and practical knowledge of medical education today, 
and a concept of the physician as one not only skilled 
in his field but mindful of a wide social responsibility. 


Properly, there were no references to contro- 
versial issues between doctors of medicine and doctors 
of osteopathy or to the current study being conducted 
by state medical societies on the relation between the 
two schools of medicine. 
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Dr. Cline’s address revealed the man as he is— 
student, educator, physician, and citizen, mindful of 
his responsibilities to the public as a leader in the field 
of medicine. His presence and his talk were appre- 
ciatively received by the large body present to hear 
him. 


1954 


The 1954 Clinical Assembly is scheduled for Dal- 
las, Texas. 


THE CHRISTMAS SEAL CAMPAIGN, 1953 


In 1952 but one osteopathic physician in five was 
aware of the opportunities of osteopathic Christmas 
Seal promotion. Of the entire profession and the 
Auxiliary to the American Osteopathic Association 
only 17 per cent made personal contributions. And 
only 2 per cent of these solicited contributions from 
the public. Eighty per cent of the members of the 
osteopathic profession were nonparticipants in the 
annual Christmas Seal campaign. Almost one half of 
the total proceeds came from persons outside the pro- 
fession and the Auxiliary ! 

Osteopathic Christmas Seals are 22 years old. 
Why such professional apathy if the effort is a worth- 
while one? For 18 years Christmas Seals were an ac- 
ceptably quiet venture of organized osteopathy—you 
bought if you liked. Four years ago it was realized 
that Christmas Seals constituted an ethical way of pre- 
senting the osteopathic profession to its public and 
making that public a participant with the profession in 
an activity of high order—raising funds for student 
loans and for research in osteopathic medicine. Here 
was a goal worthy of a campaign. 


In 1952 the fourth expanded campaign tripled the 
amount of public giving over the first expanded cam- 
paign of 1949. That the public will respond gladly has 
been proved. But it must be given the opportunity. It 
is the doctor of osteopathy who can open the door. 


Technics for the 1953 campaign have been per- 
fected on the basis of experience in the years following 
1949. Mrs. Ann Conlisk, director of the drive, will be 
in charge, employing the “packet plan” in which the 
profession and the Auxiliary act as a liaison between 
the seals, the organization, and the public. The ma- 
chinery for an effective campaign has been built, tested, 
and found workable. Campaign machinery is expen- 
sive to maintain but properly utilized it will pay high 
dividends. The profession can well be expected to give 
the seal campaign its widest support in 1953. 


Osteopathic Christmas Seals not only aid the stu- 
dent loan fund, which receives 50 per cent of the pro- 
ceeds, and the Bureau of Research projects to which is 
allotted the remainder, but they also constitute the best 
known method to channel public opinion favorably 
toward osteopathic medicine. 
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SPECIAL ARTICLE 


Medical Aspects of the Atomic Explosion 


W. KENNETH RILAND, D.O. 
New York City 


Editor's Note: This article comprises the introduction and 
first three lectures used by Dr. Riland in 1951 for civilian de- 
fense training of employees of the United States Steel C or pora- 
tion. The remainder of the lectures and the examinations given 
at the conclusion of the course will be published in succeeding 
issues of THE JourNAL. They are published in THE JOURNAL 
because they are basic to such training even though some 
changes in approach have been effected since the time the 
training course was organized. While the course was organized 
by Dr. Riland for training employees of a single company over 
whom he could exercise greater control than is generally 
possible in civil defense training programs, it will be applicable 
by other osteopathic physicians directing preparation for 
catastrophic situations. Situations of such nature may arise 
from causes other than the atomic bomb. 


INTRODUCTION 


The application of nuclear fission to the arsenal of war 
and the threat of use of atomic weapons upon densely popu- 
lated civilian centers have created medical problems of un- 
precedented magnitude. The concept of emergency medical 
supplies has of necessity undergone radical changes. These 
changes have been made necessary from the standpoint of 
additional factors brought into being by the atomic bomb, 
the overwhelming number of casualties its use would produce, 
and the availability of medical supplies at present. 

The materials making up a casualty kit have been drastical- 
ly revised because of limitations on materials and because of the 
multiplicity of injuries which may occur in a single individual 
as a result of atomic explosion. Emphasis has been placed 
on as abundant a supply as possible of basic items most likely 
to maintain life for a maximum of 3 days, which might 
elapse before the injured could be moved to a medical center. 
The antibiotics have dramatically reduced the liability to in- 
fections and their inclusion in the casualty kit reduces the 
amount of anti-infectives necessary and allows greater sup- 
plies of other materials. On the other hand, the inclusion 
of antibiotics places greater responsibility on the personnel of 
the casualty groups than has been placed on these groups 
heretofore. 


The entire medical personnel of our building may be 
eliminated by the detonation of an atomic bomb, thus leaving 
the care of the injured entirely in the hands of the trained 
casualty squads for as long as 3 days. The entire training 
program for these squads is based upon this possibility, and 
an attempt will be made to instill in each trainee a sense of 
responsibility and self-confidence. The length of the course 
and the opportunities for practical application and practice 
will in the event of an emergency afford the maximum pro- 
tection to the injured. 


LECTURE 

I. GENERAL PRINCIPLES OF 

Statements Regarding Situation Today.— 

1. We hope there never will be an atomic war, but we 
cannot assume that there will never be one. In fact, we must 
act as if one were certain. We cannot leave to chance or to 
last minute preparation the training which will cut down the 
enormous casualties which will occur if these new bombs are 
used upon densely populated civilian centers. 

2. Atomic bombs may cause injuries in four different ways 
and in combinations never before faced by mankind; they are 
(a) blast, (b) heat or thermal radiation, (c) nuclear radiation, 
and (d) psychologic damage. 


ATOMIC EXPLOSION 


(a) Blast: It is estimated that 85 per cent of injuries 
will be due to direct or indirect effects of blast. The blast 
wave is of relatively long duration for an explosive factor, 
being of one second duration compared with a few milliseconds 
for TNT. Certain portions of buildings, as glass, are less 
resistant to blast than others. The removal of glass tends to 
equalize pressures externally and internally. It has been esti- 
mated that between 40 and 50 feet of rubble will fill the 
streets of this section as one of the effects of blast. 

The effects of blast upon the human body are of two 
types: direct and indirect. 

Direct. An individual subjected to direct effects of blast 
or shock wave may suffer internal injuries to organs without 
apparent or noticeable effect to the observer (these will be 
taken up at a later session). 

Indirect. The indirect effects of blast are legion. Falling 
timber, walls, and desks, in fact all heavy objects which the 
individual is thrown against or which are thrown upon the 
individual, will give rise to many and varied injuries. 

(b) Heat or Thermal Radiation: Roughly, one third of 
the total energy released by an atomic bomb is in the form 
of thermal radiation. It is equal to 8,000,000 kilowatt hours of 
electrical energy of 300,000+ degrees Centigrade of tempera- 
ture which are released 0.1 millisecond after detonation. The 
heat covers the entire spectrum, resembling that of the sun. 
The ultraviolet, visible light, and infrared rays thereby pro- 
duced do not have a high degree of penetration, so that any 
solid object between the explosion and the individual affords 
a measure of protection. The burn-producing factors are of 
extreme intensity, but of very short duration. In individuals 
close to the blast, burns and blisters occur within 5 minutes. 
At 1,500 meters, burns appear in 2 hours and blisters in 5 
or 6 hours. The effects upon the eye are relatively few 
because of the anatomic shielding effects of the skull and the 
practically instantaneous blink reflex. However, blindness may 
occur which lasts from a relatively few moments to several 
hours. A striking feature of atomic burns is the pigmentary 
change which is characteristic. Clothing has a protective effect, 
depending upon several factors: (1) distance, (2) color, 
(3) tightness, and (4) number of layers. 


(c) Nuclear Radiation or Radioactivity: Atomic explosion 
liberates radioactivity approximately equivalent to 1,000,000 
tons of radium. The nuclear radiation consists of alpha, beta, 
and gamma rays and neutrons. The neutrons and some of the 
gamma rays are emitted in the actual fission process, that is, 
with the explosion, while the remainder of the gamma and 
the beta particles result from normal radioactive decay of 
U 235 which has not undergone fission. Radiation can be 
considered as initial and residual. Residual radiation is not 
important, relatively speaking, unless the blast is an under- 
water blast, which liberates radioactive sodium of a residual 
nature. The range of alpha and beta particles is so small 
that they cannot penetrate to the earth, but the gamma rays 
and the neutrons have penetrating power, and, in addition, they 
produce harmful effects upon living organisms. 


Gamma rays are invisible electromagnetic waves similar to 
x-rays, which have marked penetrating ability. 


Neutrons are invisible particles from the fissioning of 
atoms, which have great speed and penetrating ability. 

The energy of the gamma rays produced in atomic ex- 
plosion is about 3 per cent of the total energy of the explosion 
and a similar percentage is produced by the decay of material 
which has not undergone fission. The neutrons emitted in 
atomic fission account for 3 per cent of the total energy of 
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atomic explosion and more than 99 per cent of the neutrons 
are produced immediately, probably within 10° seconds of the 
explosion. Shielding from thermal radiation is relatively simple, 
but this is not true of gamma rays or neutrons. For example, 
at a distance of 3,000 feet from ground zero, the initial 
nuclear radiation would prove fatal to 50 per cent of human 
beings within the area even if they were protected by 12 
inches of concrete. However, at 7,000 feet such nuclear 
radiation would be harmless without shielding but the thermal 
radiation at this latter distance could produce serious skin 
burns. 


The problem of nuclear radiation from a medical stand- 
point is essentially*that of dosage. The gamma rays and the 
neutrons penetrate deeply into the body; they are absorbed 
in the respiratory process and through wounds. They ionize 
the atoms which make up the various elements of the body, 
such as carbon, nitrogen, et cetera. Therefore, these body 
atoms are no longer neutral in electric potential, and by 
virtue of their becoming either positive or negative, they 
violently react chemically, changing the normal relationship 
of proteins, enzymes, and other normal constituents of cells. 
In this manner cells are killed, toxic changes take place, and 
normal cellular and body activity is disrupted, giving rise 
to a syndrome known as radiation sickness. 

Dosage of radiation is measured in units called “roent- 
gens,” with a symbol of “r,” which are defined as that amount 
of x-radiation which, on passing through 1 cc. of normal air, 
produces 1 electrostatic unit of ions. For our purposes, we 
are interested in the number of r units to which an individual 
has been subjected and the area of the body exposed. 

Everyone who has ever been x-rayed has been subjected 
to nuclear radiation. In fact extensive x-ray examination, for 
example, of the gastrointestinal tract, can give a dosage ap- 
proaching 25 r. Whole body radiations up to 100 r have been 
given for various pathologic conditions in many instances. In 
relation to the treatment of radiation sickness as a result of 
atomic bomb explosion and for evaluation purposes the median 
lethal dose is considered to be 400 r, or, in other words, this 
is the maximum dose to which an individual can be subjected 
and have a chance for survival. It must be remembered that 
even this figure is qualitative for much depends upon the 
state of health of the individual at the time of exposure. 

The blood cells, and particularly those specializing in anti- 
bedy formation, are most sensitive to the effects of radiation. 
For this reason it is imperative that immunizing procedures be 
completed before possible exposure to radiation. The blood 
changes which take place even with a 200 to 300 r dose 
preclude the possibility of successful immunization. This rea- 
son alone makes it necessary for each member of the casualty 
staff to have tetanus toxoid as soon as possible. 

(d) Psychologic Damage: There are many misconceptions 
concerning atomic explosion, and as we go along with our 
course, many aspects will become less frightening. Among 
those aspects are residual radioactivity, poisoned water, 
poisoning of the ground, sterilization, cataracts, and a host 
of others. 

Il. NERVE GAS 

In the final weeks of World War II the United States 
forces captured a vast store of a new poison gas which, 
fortunately, the Germans had not used. The Russian forces 
at that time also captured a like quantity of this poison. This 
gas is odorless, colorless, and extremely easy to transport. It 
is the opinion of our Armed Forces that this gas, if any, will be 
used in case of hostilities, and it may be used in place of or 
concurrently with an atomic bomb. 

A brief outline of the functions of nerve gas follows: A 
normal nerve ends in a motor end plate from which the nerve 
impulses stimulate the muscle. The nerve impulse produces a 
chemical called acetylcholine at this motor end plate, which 
transmits the current of the nerve impulse to the contracting 
fibers. After this function is over, another chemical cholin- 
esterase, nullifies the acetylcholine. The action of the poison 
gas is to eliminate the neutralizer, cholinesterase; this permits 
uncontrollable muscular contractions, which result in muscular 
fatigue leading to paralysis. The symptoms produced by this 
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gas are as follows: (1) Constriction of the pupils, (2) obstruc- 
tion of breathing, (3) increased salivation, (4) increased 
sweating, (5) muscle spasms, (6) intestinal spasms, (7) spasm 
of the diaphragm, (8) overactive adrenals, (9) excess mucus, 
(10) paralysis of the brain and respiratory center, and 
(11) death. 


Fortunately, an antidote has been found which, if used 
soon and often enough, can bring about recovery. This anti- 
dote is atropine sulfate. Handling nerve gas casualties necessi- 
tates the organizatien of “gas teams” to receive more detailed 
explanation and illustrations of treatment. 


LECTURE II 


ANATOMY AND PHYSIOLOGY 

Anatomy is the study of the structure of the component 
parts of the body; physiology deals with the activity or func- 
tion of these parts. The anatomy and the physiology of the 
body, working as a unit, support and maintain life. Interrup- 
tion of this normal relationship leads to disease or death. 

A group of organs acting together to perform a function 
is spoken of as a system. The systems of the body are: 
Skeletal, muscular, nervous, respiratory, circulatory, digestive, 
excretory, endocrine, reproductive, and urinary. 

1. Skeletal System—tThis system consists of bones joined 
together by ligaments and hinged to permit motion. The 
functions of the bones are to give form to the body, rigidity 
and strength to certain parts, and protection to vital organs. 
In order to permit motion of the body in its entirety, as well 
as motion of one part, many of the bones are connected by 
joints. A joint must permit movement and yet provide stabil- 
itv. As a general rule, the greater the range of motion, the 
less the stability and the greater the susceptibility to injury; 
the shoulder joint is an example. The movement of one bone 
upon another is accompanied by the action of the skeletal 
muscles. To help support the joint and to produce motion in 
opposite directions, opposing muscles are present; one relaxes 
when the other contracts. Where the bulk of a muscle would 
interfere with the use of a part of the body, the main muscle 
may be located at some distance from the bone it controls. In 
that case it is connected to the bone by tendons. This is true 
of the hands and fingers, for most of the muscles are in the 
forearm. 

There are three types of muscles: (a) Skeletal muscles, 
which produce all voluntary motion and are under control of 
the will; (b) smooth muscles, found chiefly in the walls of 
the stomach, intestines, blood vessels, and organs, and which 
are not under voluntary control; and (c) heart muscles, which 
also function involuntarily. 

2. Circulatory System—The smallest unit of the body is 
the cell, and each cell maintains itself by developing its own 
heat and energy, nourishing and repairing itself, and reproduc- 
ing. To do this it must have at its disposal food and oxygen 
and must be able to dispose of its waste products. The circu- 
latory system is the transportation system of the body, which 
brings supplies to the cells and carries away waste products. 
It consists of (a) the heart which pumps the blood and is 
thus the motivating force; (b) a closed system of vessels 
consisting of arteries, capillaries, and veins; and (c) the blood, 
itself. 

Blood: Blood is one of the most important body tissues. 
Although it is in a fluid state, it is called a tissue and consti- 
tutes one-thirteenth of body weight. Its cells are divided into 
red blood cells, white blood cells, and platelets. The red blood 
cells are primarily concerned with transportation of oxygen 
to the tissues and carrying away carbon dioxide from the cells. 
The chief function of white blood cells is to defend the body 
against invasion by bacteria. 

The liquid portion of the blood, in which blood cells are 
carried, is called plasma, 90 per cent of which is water. The 
remaining 10 per cent is made up of proteins of various na- 
tures. Clotting of blood is a complicated mechanism which 
causes blood to solidify when it escapes from the vascular 
system. If this did not occur we would bleed to death from 
minor cuts or bruises. 
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The Heart: The heart is the motor mechanism which 
supplies the power to force the blood through the vascular 
system to nourish the cells. As there are essentially two vas- 
cular systems, one to the lungs and one to the rest of the body, 
actually two pumps are provided. The one on the right side 
of the heart forces blood through the pulmonary arteries to 
the lungs, from which it is returned by the pulmonary veins 
to the left side of the heart. It is then pumped through the 
aorta to the rest of the body. The force exerted by the con- 
tracting heart is sufficient to maintain blood flow and the 
resistance to this force by the walls of the artery determines 
the blood pressure. 


Blood Vessels: There are three types: arteries, capil- 
laries, and veins. The arteries transport the aerated blood to 
the smaller blood vessels in direct contact with the cells, the 
capillaries. Oxygen and food are thus supplied to the cells, 
and waste products given up by the cells are carried back to 
the lungs by the veins which are also connected with the 
capillaries. 


3. Respiratory System—lIt is through this system that 
oxygen is supplied to the tissues and carbon dioxide is re- 
moved. The entire respiratory system consists of the nose and 
mouth, trachea, bronchial tubes, and lungs, through which the 
air is cleaned, warmed, and moistened. Breathing is accom- 
plished by increasing and decreasing the capacity or size of 
the chest which, in turn, performs a pumping action upon the 
lungs. IJnspiration is accomplished by the contraction of the 
muscles which elevate the ribs and a contraction of the 
diaphragm. /:xpiration is a relaxation of the diaphragm and 
a depression of the ribs, which forces the air out of the lungs. 


4. Digestive System—This system is charged with the 
responsibility of receiving and preparing food and changing it 
into preducts which can be used by the cells of the body for 
heat and energy, growth and repair. It consists of the teeth, 
mouth, esophagus, stomach, small and large intestines, and 
associated organs, such as salivary glands, liver, and pancreas. 
In addition, there is an organ which is not a distinct part of 
the digestive system, but which should be mentioned because 


of its frequent injury—the spleen. It is part of the protective 
system of the body. 


Food entering the stomach is retained for several hours, 
wherein the first phase in the change of food takes place. 
It then passes into the upper portion of the small intestine, 
where it is mixed with other juices produced in the pancreas 
and the liver, and where it is gradually broken down into 
suitable products for absorption by the intestinal wall, from 
which it is passed to the blood stream. These end products 
consist mainly of water, torganic salts, glucose, and fats. 
Glucose is the main fuel for the production of heat and energy. 
it passes through the portal vein to the liver, where it is 
stored in the form of glycogen, until needed to maintain a 
proper sugar level in the blood. As our body cells utilize sugar, 
replacement is made from the glycogen in the liver. The liver 
can be likened to an automatic stoker which furnishes a con- 
stant supply of fuel to the body by means of the blood. 


The main function of the large intestine is to collect and 
eliminate the waste products of the process of digestion. 

5. Urinary System—This system provides the chief 
method of elimination of other waste products, particularly 
water and inorganic salts, from the body. It functions more 
or less in the manner of a filtration system and is composed 
of the kidneys, one on either side of the posterior wall of the 
abdomen, a few inches laterally from the spine. The urine 
secreted by the kidneys is collected in a funnel-shaped sack 
which empties into a ureter. The ureters extend downward 
and empty into the bladder, which is directly behind the front 
part of the pelvis. 

6. Nervous System—The nervous system is the mech- 
anism which coordinates all body functions and it is divided 
into two divisions: (a) the central nervous system, composed 
of the brain and the spinal cord, which controls essentially 
the voluntary functions of the body, and (b) the autonomic or 
sympathetic or involuntary nervous system, which controls the 
involuntary functions of the body. The autonomic system di- 
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rects the activity of organs, controlling and regulating such 
actions as heart beat, intestinal motion, secretion of digestive 
juices, and the expansion and contraction of arteries; it ts 
of particular importance in the circulatory system. In accidents 
where hemorrhages occur it helps to prevent or delay the 
development of shock by contracting blood vessels, diminishing 
the capacity of the vascular system, and thus maintaining 
blood pressure. 


LECTURE III 
BURNS 


Burns are divided generally into three groups, depending 
upon the depth of skin damage. However, it is of much 
greater importance to know the extent of the burns rather 
than the depth. First degree burns covering a large area can be 
much more serious than a third degree burn of a small area. 

Burns are classified as follows: 

First degree—producing reddening of the skin. 

Second degree—recognized by the blistering of the skin. 
As can be readily seen, both first and second degree burns 
occur together frequently. 


Third degree—complete destruction of the entire skin 
thickness. In this group are included those burns which may 
involve damage to tissues beneath the skin layers—fat, fascia, 
muscles, or even bones—in addition to the skin layers. This 
group is the most serious from the standpoint of immediate 
danger to life and permanent damage. 


Estimation of the amount of surface involved in any 
given burn can be accomplished by using the table worked out 
hy Berkow. This table is very helpful in determining the 
prognosis which is usually unfavorable for life if more than 
one third of the body surface is involved. 


Part of Body Per Cent of Surface 


Lower extremities (legs) 
including buttocks 
Neck and trunk 38% 
Upper extremities (arms) 9% each 
18% both 
Head 


This table is not an absolute authority for prognosis as 
many individuals with severe burns totaling more than 38 
per cent of skin area, according to the table, have survived. 
The individual's health at the time of injury, the initial care 
rendered, and the speed with which the burned individual 
received treatment are often the determining factors between 
life and death. 


The Skin—The skin covers the body and protects the 
deeper tissues from injury, from drying, and from invasion by 
foreign organisms. It contains the endings of many of the 
sensory nerves. It plays an important part in the regulation 
of body temperature and has limited excretory and absorbing 
powers. It consists principally of a layer of connective tissue 
named corium or dermis, and an external covering of 
epithelium termed the epidermis. Beneath the dermis are certain 
organs with special functions, principally hair follicles, sweat 
glands, and sebaceous glands. The last are principally con- 
cerned with lubrication of the skin. The epidermis, or outer 
layer of the skin, has little if any blood supply and varies in 
thickness throughout the body. In some areas, for instance, 
the palms of the hands and the soles of the feet, it is thick 
and hard. This is due in part to the amount of constant pres- 
sure to which these areas are subjected. In other sections the 
epidermis is very soft and delicate. The dermis, or true skin, 
is tough, flexible and highly elastic and also varies in thickness 
over the body. It is thick on the palms of the hands and on 
the soles of the feet; thicker on the outer or lateral sides of 
the arms and legs than on the inner sides, and extremely thin 
and delicate in the eyelids. 


The dermis contains elastic fibers, various types of cells, 
and numerous blood vessels and nerves, as well as the seba- 
ceous glands, sweat glands, and hair follicles mentioned above. 
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Effect of Heat Upon the Skin—Moderate heat leads to 
relaxation of the walls of the blood vessels and glands con- 
tained within the skin. This is a common process which all of 


us can recognize on any hot day during the summer. With 
increasing grades of temperature, intimate changes take place 
within the cells of the skin itself, leading to oozing of serum 
from the cells. This is best exemplified by a case of moderate 
or severe sunburn. Higher grades of temperature produce 
immediate destruction of the cells of the skin itself, with 
inflammation of the tissue surrounding the area. It is likely 
that poisonous products are formed either from the fluid which 
oozes out of the cells or from death of the cells themselves. 
These poisonous products, called toxins, disrupt the function 
of the skin locally and have widespread effect upon the internal 
organisms of the body. The blood in the blood vessels in a 
burned area becomes concentrated and coagulation or clotting 
of the blood within the blood vessels is not unusual. This gives 
rise to localized hemorrhages, leading to increased death of 
tissue, or necrosts. 


Burns, moderate or severe in nature, have a peculiar and 
almost instantaneous effect upon such organs as the liver and 
kidneys, but the basic and fundamental cause of death from 
burns takes place as a result of shock. Most of the signs and 
symptoms of shock depend upon one condition—markedly 
lowered blood pressure. The lowered blood pressure makes it 
necessary for the heart to increase its pulsations in a sometimes 
vain attempt to raise the blood pressure and makes increased 
respiration necessary, thus creating a situation of intense strain 
upon two vital body functions. The marked fall of blood 
pressure is at first caused by the decreased amount of blood 
being pumped by the heart. The veins and capillaries of the 
body become engorged with blood; hence the heart cannot get 
sufficient bulk of fluid to pump against. 


Because of the markedly reduced amount of blood being 
circulated and the slow rate of circulation, acidosis develops 
and affects the muscular power of the heart. Also as a result 
of reduced circulation, increased carbon dioxide content is 
present which gives an excessive stimulation to the respiratory 
center of the brain. Another result of the slowed circulation 
is a loss of the normal heat regulation of the body, which 
intensifies all the effects of shock. The picture of a person in 
shock is as follows: rapid but shallow respiration, fast but 
feeble pulse, dilated pupils, moist white or bluish-white skin, 
complete apathy, unconsciousness. All people subjected to ab- 
normal influences of any type are subject to shock in various 
degrees. Shock is divided into immediate and delayed shock or 
primary and secondary shock. From the above it can be seen 
that the principal result of excessive temperatures upon the 
human body is shock. 


Evaluation of the Patient—The initial survey of the status 
of a burned person should include the following considerations : 
(1) extent of burn, (2) depth of burn, and (3) presence of 
shock. 

As was mentioned before, the extent of the burn is more 
significant in estimating prognosis than its depth, and a burn 
of only superficial depth over a large surface area is a 
greater threat to the survival of the patient than a small burn 
of great depth. Extensive superficial burns are likely to pro- 
duce marked blood concentration while deep burns are more 
likely to produce shock and destruction of red blood cells. 


Treatment of Burns.—The treatment of burns resulting 
directly or indirectly from atomic explosion is, at present, a 
highly debatable procedure. The present recommendation of 
federal authorities connected with the Office of Civilian De- 
fense is to cover a burned area with a sterile, dry bandage, 
which is to remain in place undisturbed until the burned indi- 
vidual is removed to a casualty station or an evacuation 
hospital. This recommendation, I am afraid, is based upon the 
fact that very few basic supplies will be available in sufficient 
quantities to provide any other treatment. Our particular prob- 
lem is not quite so desperate. I, personally, would not want to 
have a burn, no matter how severe, treated by the application 
of a dry dressing. One of the greatest steps forward in the 
treatment of burns was made after the disastrous Coconut 
Grove fire in Boston in the early part of the last war. People 
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survived more extensive burns than had ever before been suc- 
cessfully treated. The treatment used was covering the burned 
area with sterile Vaseline, covering the Vaseline with sterile 
bandage, and maintaining an even pressure, but not enough to 
block off the blood supply to the burned area. These so-called 
Vaseline pressure packs were kept in place until the odor from 
the patient was well nigh unbearable. This mode of treatment 
protected the exposed and sensitive cells of the skin and other 
tissues, and, by virtue of not being disturbed, allowed nature’s 
healing process to have its maximum effect. A modification of 
this treatment is what we propose for the treatment of burns 


if our building is subjected to atomic explosion. 


The local treatment of a burned area is only one phase 
of the over-all treatment of burns. More important at the 
outset than the treatment of the burned area itself is the control 
of pain and the instigation of shock therapy. Pain is controlled 
hy morphine sulfate injections. The control of shock is some- 
what more arduous and every bit as important. The prime 
factor in the treatment of shock is the maintenance of fluid 
balance; and as you will recall in my outline of the mechanics 
of shock, there is a gross escape of fluid from the blood system 
of the body into the tissues, producing concentration of the 
blood. And you will remember, I hope, in the lecture on 
anatomy, I stated that the fluid portion of the blood consists 
of about 90 per cent water. 


1. The patient with superficial burns of moderate extent, 
showing no evidence of shock, must be told to take one can 
of our rationed water immediately and rest for 5 minutes 
before being assigned to any work. 


2. The patient with moderate or severe burns, evidencing 
any degree of shock, should have 1,000 cc. of normal saline 
solution intravenously. During intravenous administration of 
this normal saline solution, body heat must be maintained. 
Therefore, any available material, such as rugs, window drapes, 
or clothing from the dead, must be placed on and around indi- 
viduals moderately or severely burned. No fluid should be 
given by mouth to an individual suffering a marked degree of 
shock. Not only will the patient be unable to swallow this 
water, but the water so given will be wasted; and we will 
have many uses for every drop of available water. During the 
introduction cf normal saline, 600,000 units of penicillin should 
be given into the buttock. The initial dose of morphine, which 
is injected into an arm or leg, is 1 cc. of morphine sulfate. 
If, at the conclusion of the introduction of the intravenous 
injection of 1,000 cc. of normal saline solution, the patient is 
still suffering acute pain, an additional 1 cc. of morphine may 
be given. 


In your casualty kit you have a bottle of Tincture 
Metaphen. It should be used to print on the forehead, or some 
other suitable area of the patient, the amount of morphine he 
has received, using the symbol “M.S.,” denoting morphine 
sulfate, and Roman numerals to indicate the dose. Thus, if 
you have given 1 cc., write M.S.I. If you give 2 cc., change 
the I to II. This is to preclude the possibility of another 
member of the casualty squad giving additional injections 
of morphine. 


As you will remember from Lecture I, the burns which 
are contemplated as a result of atomic explosion will probably 
be large and widespread. In addition, you will recall that we 
have based our entire treatment philosophy upon the attempt 
to keep the injured alive for 3 days. Disposable diapers are 
available to be used primarily and principally as protective 
covering for the burned area after application of Biodyne 
ointment with a wooden spatula. Unquestionably Vaseline, or 
any other nontoxic emollient, would work as well as Biodvyne, 
but we have found over the past 6 years that Biodyne provides 
an excellent dressing for the treatment of burns. 


There will be available tags which must be attached to all 
injured individuals. These tags contain, among other things, 
space for recording of the amount of normal saline and the 
time it was given, the amount of morphine and the time it was 
given, the extent of the area burned, and the initials of the 
individual performing the above functions. I cannot impress 
upon you too much the importance of fulfilling this procedure. 

(To be continucd in the December Jourxat) 
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1953 PUBLIC HEALTH LAWS 


The September JourNAL, pages 16 to 21, contained a com- 
prehensive review of most of the public health laws enacted 
by the various legislatures at their 1953 sessions. In some 
instances copies of state laws had not been received at the 
time of the preparation of that report; this report, therefore, 
supplements the prior review by reporting under the same 
sectional arrangement as in the September article public health 
laws received since that time. Not all sections of the prior 
report are listed hereunder because of the absence of further 
laws to report. 


1. LICENSING LAWS 


Osteopathic Practice Acts — 


Ohio H.B. 781 amended the Medical Practice Act by mak- 
ing further provision for the licensure of physicians from 
foreign countries by permitting the state medical board in its 
discretion to license such physicians who did not have full 
practice rights abroad “upon completion of a course of train- 
ing approved by the Board consisting of not less than twelve 
months of residency or internship in a hospital in the United 
States.” Pennsylvania H.B. 1137 amended the Osteopathic 
Practice Act by requiring that graduates of an osteopathic 
college after July 1, 1954, shall present evidence to the Board 
of Osteopathic Examiners 

. that the applicant has completed not less than one year as an intern 
in a hospital approved by the Board which shall contain at least twenty- 
five beds devoted to the treatment of diseases, shall have at least ten 
beds per intern, shall maintain a properly equipped department of roent- 
genology under the direction of a qualified roentgenologist, shall 
maintain a thoroughly equipped laboratory proportionate to the neces- 
sities of the hospital, shall maintain a department of anesthesia consist- 
ing of one or more anesthetists, shall have a staff of not less than five 
properly qualified osteopathic physicians, including at least two osteo- 
pathic surgeons, except in hospitals operated by the federal government, 
any other state government, any political subdivision in any other such 
state or out of state voluntary nonprofit hospital wherein osteopathic 
physicians are permitted to practice together with other physicians. 


The Pennsylvania law thus now requires for such future 
graduates completion of an internship as a prerequisite to ap- 
plying for a license to practice osteopathy. Interns in osteo- 
pathic hospitals in the state approved by the Board of Osteo- 
pathic Examiners are exempt from the licensing requirements 
during the period of the internship. In addition the Board is 
authorized to issue a temporary certificate to practice osteo- 
pathy to doctors licensed in other states or provinces of Canada 
while they are enrolled in an approved residency training pro- 
gram in an osteopathic hospital which certificate shall be valid 
during the actual period of residency training. The section 
of the Osteopathic Practice Act providing for the issuance by 
the Osteopathic Surgeons’ Examining Board of a license to 
practice major operative surgery was also amended by H.B. 
1137 so as to require of graduates of osteopathic colleges after 
July 1, 1954, only an internship “for a period of not less than 
one year” where applicants graduating before that date are 
required to have “served for a period of not less than two 
years as an interne.” This provision is a recognition of the 
one year internship requirement now made a professional re- 
quirement for the license to practice osteopathy issued by the 
Board of Osteopathic Examiners. Applicants for the license 
issued by the Osteopathic Surgeons’ Examining Board graduat- 
ing from an osteopathic college after July 1, 1954, are thus also 
required to have completed two years of internship, but the 
first year will now be approved by the Board of Osteopathic 
Examiners and the second year of internship by the Osteo- 


pathic Surgeons’ Examining Board. No change was made in 
the further requirement of another third year of surgical 
training or special courses or training equivalent thereto as 
determined by the Osteopathic Surgeons’ Examining Board. 
Wisconsin S.B. 160 amended the Medical Practice Act. The 
section pertaining to applications for licensure and the stand- 
ards of professional education was amended by adding a pro- 
vision regarding the procedure for the approval of a 
professional school or college qualifying its graduates to be 
eligible for a license to practice medicine and surgery, as fol- 
lows: 


Before approving and recognizing any such college or school, the board 
shall conduct an investigation and during the course thereof shall hold 
a public hearing, with notice to all interested parties, at which any per- 
son may be heard. The board may designate an agent, including one 
or more board members, to conduct a portion or all of such investigation 
to determine the facts upon which the board shall make its findings. 
The findings and any action taken by the board with reference to ap 
proval or recognition of a school or college may be reviewed in the 
manner provided in chapter 227. 


An amendment was added to the section of the law relating 
to the issuance of licenses by reciprocity requiring a similar 
investigation by the board to determine whether the require- 
ments for licensure in the state in which the applicant for 
reciprocity is licensed are equivalent. The section of the same 
law listing the various examination subjects was amended by 
deleting the names of particular examination subjects and 
substituting a requirement that “. the applicant shall be 
examined in medicine and surgery, and further examined in 
the subjects taught in reputable professional colleges.” <A 
new provision further defining “immoral or unprofessional 
conduct” to include the “engaging in conduct unbecoming a 
person licensed to practice medicine or detrimental to the best 
interests of the public” was also added to the law. Another 
amendment to the section pertaining to revocation permits a 
license holder to voluntarily surrender his license and directs 
that the license “shall be reissued by the board only when 
justice demands such reissuance.” Wisconsin S.B. 162 amend- 
ed effective January 1, 1954, the section of the Wisconsin 
Medical Practice Act providing for the appointment of the 
members of the State Board of Medical Examiners. A _ pro- 
vision that of board members “three members shall be al- 
lopathic, 2 homeopathic, 2 eclectic and one osteopathic” was 
deleted and replaced by a new requirement that “... 7... shall 
be resident doctors of medicine and one . . . shall be a licensed 
resident doctor of osteopathy.” The per diem of board mem- 
bers engaged in official duties was increased from $10.00 to 
$15.00 and it was provided that the secretary shall receive such 
compensation as the board determines, but not less than $1,800 
annually. Wisconsin S.B. 162 also amended the section of the 
Medical Practice Act providing for a state medical grievance 
committee to investigate, hear, and act upon violations of the 
act by persons licensed thereunder by substituting the president 
of the state board of medical examiners upon the committee in 
place of the board’s secretary. The other members of the 
grievance committee are the state health officer and the attor- 
ney-general or deputy attorney-general. Another amendment 
is the addition of a sentence authorizing all divisions, officials, 
and employees of state and local governments to cooperate 
with the grievance committee in conducting investigations and 
by making available to it pertinent data in their possession. 


Other Practice Acts.— 


New Jersey A.B. 380 enacted into law the “Bio-analytical 
Laboratory and Laboratory Directors Act” to be administered 
by the State Board of Medical Examiners to which the new 
law added a new member who shall be a licensed bio-analytical 
laboratory director. Both the director of a bio-analytical 


laboratory and the laboratory itself are required to be licensed. 
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The Governor is directed to appoint an advisory committee to 
consist of four licensed bio-analytical laboratory directors to 
assist the board of medical examiners in the administration of 
the law. A “Bio-analytical Laboratory” is defined as: 


. any place, establishment or institution organized and operated pri 
marily for the performance of chemical, microscopic, serological, para- 
sitological, bacteriological or any other tests, by the practical application 
of one or more of the fundamental sciences, to material originating 
from the human body, for the purpose of obtaining scientific data which 
may be used as an aid to ascertain the state of health. The interpreta- 
tion of cytologic and histologic criteria of disease is not considered to 
be within the scope of this definition of a bio-analytical laboratory. 


The act is comprthensive in character and provision is made 
for the qualification under the law of laboratories in existence 
before the passage of the law. The exemption section of the 
act states that it shall not affect “physicians or members of 
other professions who, in their private practices perform bio- 
analytical laboratory tests in their offices or laboratories for 
their own patients pursuant to licenses respectively granted to 
them according to law.” Wisconsin A.B. 238 repealed the 
existing law pertaining to “massage” and created in its place 
a new law regulating the “Practice of Physical Therapy.” The 
law will be administered by the board of medical examiners 
with the assistance of a state examining committee composed 
of three licensed physical therapists. Certificates issued here- 
tofore to practice “massage and hydrotherapy” are continued 
in existence. A physical therapist licensed under A.B. 238 
must practice “. . . under a prescription and the direct super- 
vision of a person licensed to practice medicine and surgery.” 


2. BASIC SCIENCE LAWS 


Wisconsin S.B. 161 amended the Wisconsin Basic Science 
Law. The basic science subjects were redefined to include 
“anatomy, physiology, pathology and physical diagnosis.” The 
section pertaining to examination was amended by the addition 
of the following new authority: 


In lieu of its own examination, the board may accept, either in whole 
or in part, the certificate of the national board of medical examiners 
provided that certification by the national board is accepted by the state 
board of medical examiners in whole or in part and that such certifica- 
tion is accepted by the basic science boards of at least 6 other states. 


Waiver of the basic science examination was formerly limited 
to persons who presented evidence of having passed examina- 
tions in the basic sciences before a legal examining board or 
officer of another state. A provision of the Wisconsin Basic 
Science Law which provided that “If the applicant states that 
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his practice is to be confined to one organ or set of organs, 
his examination and certificate shall he limited accordingly” 
was deleted from the law by S.B. 161. 


3. STATE HEALTH AND WELFARE PLANS 


Alabama S.B. 155 created a medical scholarship progran 
of six scholarships annually for qualified students to attend 
the University of Alabama Medical College. Each scholarshiy 
shall amount to not more than $1,250 in any 1 year nor more 
than $5,000 in entirety. Each recipient must agree to enter 
into an agreement with the State Board of Health whereby he 
agrees to practice medicine for 5 years after the completion o/ 
his medical training in a rural area or locality of the state, 
and failure to so do makes the recipients liable to pay back 
the monetary value of the scholarships and constitutes a ground 
for the revocation of their licenses to practice medicine. 


4. SUPPLEMENTARY PUBLIC HEALTH LAWS 


Alabama H.B. 800 requires that all actions against physi- 
cians, surgeons, and dentists for malpractice, error, mistake, or 
failure to cure, whether based on contract or tort, must be 
commenced within 2 years next after the act or omission or 
failure giving rise to the cause of action, and not afterwards. 
It is provided, however, that if the cause of action is not 
discovered and could not reasonably have been discovered 
within such period, then the action may be commenced within 
6 months from the date of such discovery or the date of dis- 
covery of facts which would reasonably lead to such discovery, 
whichever is earlier, provided further that in no event may the 
action be commenced more than 6 years after such act. New 
Jersey S.B. 228 amended the medical service corporation act 
to make the services of chiropodists available to subscribers 
under medical service plans. Pennsylvania H.B. 1536 enacts a 
law creating a Division of Alcoholic Studies and Rehabilitation 
in the Department of Health and directs the Division to con- 
tract for and establish such hospital and clinical facilities as 
are necessary to care properly for persons addicted to the 
excessive use Of alcoholic beverages. Persons so addicted may 
he committed for care either upon voluntary application or 
through court commitment. The procedures and regulations 
pertaining to such commitments are made similar to those long 
in effect relating to commitment for mental illness. Wisconsin 
S.B. 133 amended the law pertaining to the qualifications of 
physicians to testify as expert witnesses on medical subjects 
and reaffirmed the right of doctors of osteopathy to so testify. 
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BILLS IN CONGRESS 


The first session of the 83rd Congress convened on Janu- 
ary 3, 1953, and adjourned August 3, 1953. All proposed 
legislation not enacted during the first session retains its status 
for consideration during the second session, which convenes 
January 6, 1954. The following are Bills introduced or acted 


on subsequent to the press date of Bills in Congress in the . 


August, 1953, JouRNAL: 


H.R. 5016—Amends Food and Drug Act to identify aureo- 
mycin by its chemical name, chlortetracycline. Public Law 201, 
approved August 5, 1953. 

H.R. 5246—1954 appropriation for Departments of Labor, 
and Health, Education and Welfare. Re-enacts limitation 
against discrimination by Children’s Bureau in connection with 
obstetric programs. Public Law 170, approved July 31, 1953. 

H.R. 5561—Provides that certain drugs, chemically syn- 
thesized, shall be narcotic drugs under the Internal Revenue 
Code and the Narcotic Drugs Import and Export Act. Public 
Law 240, approved August 8, 1953. 

H.R. 5740—Amends Federal 


Food, Drug, and Cosmetic 


Act to provide certain authority for factory inspection. Public 
Law 217, approved August 7, 1953. 

H.R. 6384—Mr. Short, of Missouri. To enforce service 
agreement of officers’ training corps trainees. 

H.R. 6412—Mr. Frelinghuysen, of New Jersey. Pre- 
serves eligibility of certain veterans to dental outpatient care 
and dental appliances. Passed House, July 30, 1953. 

H.R. 6430—Mr. Heller, of New York. To assist in pro- 
viding old-age security. 

H.R. 6434—Mr. Hale, of Maine. Amends Federal Food. 
Drug and Cosmetic Act to simplify establishment of food 
standards. Passed House, July 30, 1953. 

H.R. 6481—Refugee Relief Act of 1953. Among other 
provisions, provides that priority in the consideration of visa 
applications shall be given to “persons whose services or skills 
are needed in the United States, if such need has been certified 
through the Administrator, at his request, by the United States 
Employment Service, and who are to be employed in a capacity 
calling for such services or such skills.” Public Law 203, ap- 
proved August 7, 1953. 

H.R. 6485—Mrs. 


Rogers, of Massachusetts. Outpatient 
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dental care for veterans with dental claims adjudicated prior 
to July 1, 1953. Reported to House, July 24, 1953. 

H.R. 6508—Mr. Holtzman, of New York. Changes OASI 
Social Security Act retirement age from 65 to 60. 

H.R. 6573—Mr. Johnson, of California. Reserve Officer 
Personnel Act of 1953. Passed House, July 31, 1953. 

H.R. 6583—Mr. Hagen, of Minnesota. Establishes a Fed- 
eral Recreation Service in the Department of Health, Educa- 
tion and Welfare, and provides for consultant services to 
hospitals. 

H.R. 6657—Mr. Wainwright, of New York. Amends 
Vocational Rehabilitation Act to increase economic opportuni- 
ties of blind persons. 

H.R. 6661—Mr. Edmondson, of Oklahoma. To promote 
education and rehabilitation of Indians of U. S. Provides that 
10% of money derived by Federal Government from natural 
resources of the Continental Shelf be earmarked as “Indian 
Education and Rehabilitation Fund.” 

H.R. 6664—Mr. Heller, of New York. Social Security 
Act Amendments of 1953. Continues OAST exemption of 
doctors. 

H.R. 6702—Mr. Miller, of Nebraska. Authorizes Public 
Health Service care for narcotic addicts committed by the Dis- 


trict Court for the District of Columbia. Passed House, 
August 1, 1953. 
H.R. 6709—Mr. Ford, of Michigan. Officer Training 


Corps Act of 1953. 
H.R. 6723—Mr. Price, of Illinois. Same as H.R. 6664. 
H.R. 6724—Mr. Short, of Missouri. Regular Army Inte- 

gration Act of 1953. 

H.R. 6812—Mr. Reed, of New York (by request). Old- 
Age and Survivors Insurance Amendments of 1953. Removes 
exemption of doctors from OASI coverage, as self-employed. 

H.R. 6846—Mr. Kean, of New Jersey. Same as H.R. 6812. 

S. 967—Extends Hill-Burton Act to June 30, 1957 (was 
due to expire July 1, 1955). Public Law 151, approved July 
27, 1953. 

S. 977—Amends National Science Foundation Act to re- 
move $15 millions ceiling on annual appropriations. Public 
Law 223, approved August 8, 1953. 

S. 1515—Permits compact by certain Western states re- 
lating to higher education. Public Law 226, approved August 
8, 1953. 

S. 1901—(H.R. 5134). Relates to jurisdiction over sub- 
merged lands of outer Continental Shelf. Oil-for-education 
amendment deleted after substitution of H.R. 5134. Public 
Law 212, approved August 7, 1953. 

S. 2436—Mr. Potter, of Michigan. Amends Vocational 
Rehabilitation Act to authorize separate State plans for blind 
persons. 

S. 2437—Mr. Potter, of Michigan. Amends 
Rehabilitation Act to establish rehabilitation centers. 

S. 2466—Mr. Hunt, of Wyoming. Preserves eligibility of 
certain veterans to dental outpatient care and dental appliances. 

S. 2545—Mr. Humphrey, of Minnesota (for himself, Mr. 
Douglas, of Illinois, and Mr. Kennedy, of Massachusetts). 

_Amends Immigation and Nationality Act. Liberalizes allotment 
of immigrant visas to qualified quota immigrants whose serv- 
ices are determined by the Attorney General to he needed 
urgently in the United States, because of the high education, 
technical training, specialized experience, or exceptional ability 
of such immigrants and to be substantially beneficial prospec- 
tively to the national economy, cultural interests, or welfare of 
the United States. 

S. 2569—Mr. Hendrickson, of New Jersey (for himself 
and Mr. Case, of South Dakota). Amends Section IX of the 
Outer Continental Shelf Lands Act, to include oil-for-educa- 
tion provision. 

S. 2570—Mr. Murray, of Montana, and others. Abolishes 
Office of Vocational Rehabilitation and assigns functions to an 
independent agency to be known as Federal Agency for Handi 
capped. 

S. 2591—Mr. 


Vocational 


Vermont (by request). Estab- 


Aiken, of 


lishes in the Department of Health, Education and Welfare a 
Federal Recreation Service, with consultant to hospitals. 
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COMMISSION ON ORGANIZATION 


Created by the Brown-Ferguson Act of July 10, 1953 
(Public Law 108), the so-called second Hoover Commission 
on Organization of the Executive Branch of the Government 
on September 29 chose former President Hoover as chairman, 
former Republican Congressman John B. Hollister, of Cin- 
cinnati, as executive director, and Francis P. Brassor, chief 
of the Civil Service Commission’s Administrative Services, its 
executive secretary. A similar Commission also headed by Mr. 
Hoover made its final report in 1949, and many of its recom- 
mendations are in effect. The new twelve-man Commission 
will not only seek efficiency, it will determine whether an 
agency is necessary or too much in competition with private 
enterprise. A final report is due by May 31, 1955, and interim 
reports are required. The new Commission, like the old, will 
enlist expert research groups called “Task Forces.” Nine 
“Task Forces” will make studies in specific government fields, 
including government medical services. Commission members 
are as follows: 

*Representative Clarence J. Brown (R.-Ohio) 

Honorable Herbert Brownell, Jr., Attorney General of the 

United States 

Honorable James A. Farley, former Postmaster General 

Senator Homer Ferguson (R.-Mich.) 

*Arthur S. Fleming, Director, Office of Defense Mobiliza- 

tion 

Representative Chet Holifield (D.-Calif.) 

Solomon C. Hollister, Dean, Cornell University School of 

Civil Engineering 

*Honorable Herbert Hoover, former President of the Unit- 

ed States 

*Honorable Joseph VP. Kennedy, former Ambassador to 

Great Britain 
*Senator John L. McClellan (D.-Ark.) 
Sidney A. Mitchell, executive director of the First Hoover 

Commission 
Robert G. Storey, dean, Southern Methodist 

School of Law 


University 


COMMISSION ON INTERGOVERNMENTAL RELATIONS 

A new twenty-five-man Commission on Intergovernmental 
Relations was created by the Taft-Halleck Act, approved July 
10, 1953 (Public Law 109). It will study overlapping of 
federal-state functions and expenditures, such as federal aid 
to states and communities, including medical grants-in-aid. 
There are more than thirty grant-in-aid programs, involving 
expenditures of over $2 billions a year. The Commission's final 
report is due not later than March 1, 1954. The Commission 
members are : 


Public Members.— 


Clarence E. Manion 
Chairman 

Dean of the Law School 
Notre Dame University 
South Bend, Indiana 
John E. Burton 

New York 

Vice President, Cornell University 

Chairman, New York State Power Authority 
Former Director of the Budget, New York State 
Mrs. Alice K. Leopold 

Secretary of State 

State of Connecticut 

Lawrence A. Appley 

President, American Management 
New Jersey 

Wilham Anderson 

Professor of Political Science 
University of Minnesota 


Association 


*“Member of the first Hoover Commission 
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Sam H. Jones 
Louisiana 
Former Governor of Louisiana 
Charles Henderson 
Mayor of Youngstown, Ohio 
President of the Ohio Municipal League 
Clark Kerr 
Chancellor, University of California 
Director, Institute of Industrial Relations 
University of California 
Governors.— 
Allan Shivers—Governor of Texas 
Alfred E. Driscoll—Governor of New Jersey 
Dan Thornton—Governor of Colorado 
John S. Battle—Governor of Virginia 


Executive Branch.— 


Marion B. Folsom 
Under-Secretary of the Treasury 
New York 


FIBROCYSTIC DISEASE OF THE 
PANCREAS—TEPLITZ 


(Continued from page 158) 

the brother. Intensive therapy was begun along the 
line suggested by Andersen'® (large doses of pan- 
creatin, high protein-low fat diet, and administration of 
fat-soluble vitamins) with the addition of Prostigmin, 
bromide,'* and antibiotics. Unfortunately the improve- 
ment in the patient’s condition was not of long enough 
duration to permit vitamin A tolerance studies. He 
expired rather suddenly of respiratory failure after 
bouts of paroxysmal coughing and cyanosis. Autopsy 
revealed findings almost identical (Figs. 3 and 4+) with 
those obtained in the brother. 


The fact that both patients died of asphyxia 
rather than inanition or ileus and that their predomi- 
nant symptoms and findings were in the lungs, empha- 
sizes the supposition of Farber® that this disease is a 
generalized one. Trypsin activity was detected in one 
of the twins, and as far as ascertained no great excess 
of fat was found in the stool, grossly or chemically. 
Likewise no metaplasia could be isolated. These find- 
ings suggest that enough enzyme was passing into the 
intestine to render the tests negative, but not sufficient 
to prevent fatal changes. They demonstrate the fact 
that the approach to this disease must remain physi- 
ologic rather than classical. It also illustrates an im- 
portant presenting complaint referable to the lungs, 
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Legislative Branch.— 

Senator Robert C. Hendrickson (R) New Jersey 
Senator Andrew F. Schoeppel (R) Kansas 
Senator Guy Cordon (R) Oregon 

Senator Clyde R. Hoey (D) North Carolina 
Senator Hubert H. Humphrey (D) Minnesota 
Representative Noah M. Mason (R) Illinois 
Representative James I. Dolliver (R) Iowa 
Representative John D. Dingell (D) Michigan 
Representative Harold C. Ostertag (R) New York 
Representative Brooks Hays (D) Arkansas 


commonly missed by the physician who expects 
meconium ileus or steatorrhea as the dominant initial 
picture. 


It is to be hoped that some aid to making an early 
diagnosis has been rendered by reporting the cases. 
Certainly with the promising results obtained by An- 
dersen® a chance for extension of life with possible 
cure may be given the patient. 

SUMMARY 

The importance of early diagnosis and aids to 
early diagnosis of fibrocystic disease of the pancreas 
are discussed. Theories regarding etiology and path- 
ogenesis and the possibility of a hereditary nature of 
the condition are mentioned, Laboratory findings in 
this entity are reviewed. Fibrocystic disease of the 
pancreas occurring in identical twins is described, and 
the importance of a presenting complaint referable to 
the lungs is pointed out. 
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